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complete in known nutrients (when vitamin C is 
added), the New Improved Biolac meets every 
known nutritional requirement of the infant. 

All essential fatty acids — with the volatile frac- 
tion held to a minimum — are provided by moder- 
ate amounts of especially combined fats. 

Vegetable and milk sugars —for more satis- 
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with vitamins A, B,, B., and D. Infant caloric re- 
quirements, too, are fully met by Biolac’s 20 cal- 
ories per fluid ounce in standard dilution. 
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proved Biolac — thereby facilitating digestion — 
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to modern infant food manufacturing. 

Preparation for feeding is easily calculated; 
quickly completed — 1 fl. oz. New Improved Biolac 
to 1% fl. oz. water per pound of body weight. 
NOW, BETTER THAN EVER! The New Improved 
Biolac can be used interchangeably with the former 
Biolac which has the same percentage composition 
of nutritional factors... When you prescribe the 
New Improved Biolac (it costs no more) you may 
do so with complete confidence. Available only in 
drugstores, in cans of 13 fl. oz. 
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Carcinoma Of The Endometrium* 


Development of Treatment and Results 
From the Free Hospital for Women 
Brookline, Massachusetts 
Epwarp B. SHEEHAN, M. D. 

AND Artruur W. Tucker, M. D. 
Free Hospital for Women 


Dr. Shields Warren, in a article on the 
cancer problem, wrote: “To treat effectively a disease 
of unknown etiology, of inevitably fatal course if un- 
treated; a disease for which no specific therapy exists, 
might well be considered hopeless . . . However, 
progress in diagnosis and in treatment of certain types 
of cancer has been and is being made.” In reading 
this the pessimist will be apt to stop after the first 
statement; while the optimist will be inclined to re- 
member only the second. Following the ancient adage 
that “in medio stat virtus,” I shall attempt in treating 
of my subject to be realistic,—a pessimistic optimist; 
and while making no attempt to minimize the serious- 
ness of this problem of endometrial cancer, I shall 
endeavor to show that the dark cloud really does have 
a silver lining; that in diagnosis and in treatment real 
definite progress has been and is being made. 

The problem is serious. In this country, out of 
every 1000 women who reach the age of forty, from 
30-35 will develop carcinoma of the uterus; and more 
than 16,000 women die annually from this disease. 
Excepting carcinoma of the cervix, the most frequent 
malignant tumor of the female genital organs is endo- 
metrial or fundal carcinoma. Between the ages of 
45 and 55, cancer of the endometrium occurs in the 
ratio of 1 to 4 or 5 of cervical cancer. The relative 


recent 


frequency of fundal cancer, however, increases with 
age until in the age span of 70 to 75, carcinoma of 
the cervix and of the fundus occur with equal 
frequency. A majority of patients with carcinoma of 
the fundus are between 50 and 60 years of age. 
The youngest patient with this type of carcinoma 
seen at the Free Hospital for Women in Brookline 
was twenty-three, the oldest was eighty-five. 

The results of the most recent research on the 
causes of cancer are interesting and indicative rather 


(Presented by Dr. Sheehan at Annual _ Session 


S. C. M. A., May 19, 1949.) 
°This study was aided by a grant from The American 
Cancer Society (Mass. Division ). 


than conclusive. Thus the possibility of a causal 
relationship between continued estrogen stimulation 
and carcinoma of the endometrium is being taken 
very seriously. Clinically it has been observed that 
women with carcinoma of the endometrium frequently 
have a history suggesting prolonged estrogen activity. 
Thus sixty percent of women with endometrial cancer 
continue to menstruate after the age of 50, whereas 
only fifteen percent of women without this disease 
menstruate beyond this age. Again elderly women 
with carcinoma of the endometrium frequently have 
surprisingly well preserved vaginal mucous mem- 
branes while carcinoma of the endometrium is seldom 
found in women with marked genital atrophy or 
atrophic vaginitis. 

This possibility of a causal relationship would seem 
to be supported by the fact that carcinoma of the 
endometrium has been found after administration of 
estrogens. In 1946, Drs. Fremont-Smith and Meigs 
reported a case of carcinoma of the endometrium 
which followed prolonged estrogen administration. 
Gusberg, from the Sloane Hospital, has reported five 
cases in which he felt that carcinoma of the endo- 
metrium actually resulted from prolonged estrogen 
therapy, and three cases in which he felt that the de- 
velopment of carcinoma had been accelerated by the 
use of estrogens. These cases are difficult to evaluate 
and the role of estrogen per se may be a minor one. 
Experimentation has shown that estrogen in prolonged 
unphysiological doses is carcinogenic in susceptible 
animals, so that quite conceivably, in susceptible 
humans, prolonged doses of estrogen may tip the bal- 
ance of unknown biological factors in such manner 
that endometrial malignancy will result. Moreover, 
a number of cases have been found in association 
with granulosa cell tumors of the ovary, the reported 
instances being from 10 to 20%. Since granulosa 
cell tumor is estrogen producing, this would appear 
to be more than coincidence and would seem to sub- 
stantiate the opinion that continued estrogen stimula- 
tion may carry endometrial hyperplasia on to cancer. 
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On the other hand, considering the sensitivity of the 
endometrium to the hormone at any age, and the 
large number of women who are receiving estrogenic 
therapy for various reasons, it would appear that if 
estrogenic stimulation were actually the cause, then 
more cases of endometrial carcinoma, following such 
therapy, should reported in current 
literature. 


have been 


As I have stated in the beginning, this research is 
indicative rather than conclusive but personally, I 
consider the indication sufficient to constitute a warn- 
ing; that until more is known concerning the role of 
hormones in cancer of the endometrium it is advisable 
to use these agents with the greatest of care even 
when the indication for treatment would seem to be 
well defined. 


For the same reason the following deserves men- 
tion and consideration. Pelvic irradiation is frequently 
used in treatment of benign pelvic conditions. It is 
given to remedy a present condition, but often with 
the unexpressed hope that such irradiation may serve 
as a prophylactic measure against corpus cancer.* 
Recently, the suspicion—if it is not a formulated 
opinion—is growing that radiant energy may actually 
stimulate cancer formation in the uterus. Thus twenty- 
one out of 270 patients treated for malignant tumors 
of uterine fundus had a history of previous pelvic 
irradiation for benign conditions. From wider figures 
it is estimated that the incidence of carcinoma in a 
series of patients previously treated by radiation for 
benign pelvic conditions is 3.4 times as large as the 
number expected in the same age distribution of the 
general population. 8% of patients in a series of fun- 
dal history of previous 
therapeutic menopause, as compared with only 0.3% 


carcinoma gave a radio- 
of patients with cervical carcinoma. In other words, 
previous radiation was found to be 27 times as com- 
mon among patients with fundal as with cervical 
carcinoma. Can we conclude from this, that radiant 
energy bears some causal relationship to the later de- 
velopment of fundal carcinoma? As yet we cannot do 
so with anything like certainty. Up to the present 
this disparity has usually been attributed to the 
underlying condition for which radiation was used. 
At the same time, this should be noted. As we have 
said, it is quite possible that the estrogenic factor may 
important in carcinoma. 
X-ray and radium in menopause-inducing dosage is 


be causally endometrial 
not always sufficient to cause complete cessation of 
ovarian function, and subsequent estrogenic activity 
may follow. In mice the ovary which has been ex- 
posed to X-ray undergoes a phase of regeneration in 
which proliferation of germinal epithelium and granu- 
losa cell tumors often results. Carcinoma of the uterus 
has been caused in rabbits by exposing them to X-ray. 
All this suggests at least the possibility of a car- 
cinogenic effect of radiant energy on human uterine 
fundus; and because of this possibility, a follow up 
is being done at the Free Hospital for Women on all 
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patients previously treated with radium or X-ray for 
benign conditions. Once again, then, this study is at 
present merely indicative; but at the same time it is 
sufficient to constitute a against indis- 
criminate or even routine usage of radium and X-ray 
for benign conditions of the uterus. 


warning 


In 1941, Dr. George V. S. Smith of the Free Hospi- 
tal, in studying sections of ovaries from cases of car- 
cinoma of the endometrium, found ovarian stromal 
hyperplasia in 87% of 180 post-menopausal cases. In 
a later study, Dr. Arthur Hertig, our pathologist, 
found that the appearance of stromal hyperplasia 
after the age of 50, was seen with greatest frequency 
in cases with either continued endometrial activity or 
outright malignancy. On the basis of these observa- 
tions, Drs. Smith and Hertig undertook a study: 


1. To learn the stromal changes of the ovary from 
infancy to old age. 


2. To study the ovaries in carcinoma of the endo- 
-metrium. 


3. To compare these with a control group. 
The ovaries in 331 
were studied. Ovaries of 307 cases in the same age 
group, which had no appreciable clinical gyneco- 
logical disease, together with sections of ovaries from 
newborn infants and from adolescents, were studied 
and used as a control. 


cases of endometrial carcinoma 


As a result of this study, it was concluded that the 
ovarian stroma is capable of differentiating into cells 
of the granulosa, theca interna, corpus luteum and 
corpus albicans. The process normally follows an 
orderly sequence, possibly regulated by the ovum. In 
senility, this differentiation passes through the normal 
sequences, but in a disorderly manner, leading to 
stromal hyperplasia, cortical granuloma formation and 
granulosa and theca cell tumors. Stromal hyperplasia 
was significantly more frequent in cases of endo- 
metrial the control group and 
persisted into advanced old age. The incidence of 
the coma, an _ estrogenic derived from the 
stroma, as great in the carcinoma 
group as in the controls. The opposite ovary in- 
variably showed stromal hyperplasia, but not neces- 
sarily of a high degree of activity. 


carcinoma, than in 
tumor 


was nine times 


Study of the endometrium in these cases showed a 
significant, but far from constant association, of endo- 
metrial proliferation with carcinoma. Endometrial 
proliferation is interpreted as reflecting secretion of 
estrogen by the ovaries. Cancer may occur many years 
after the menopause in patients in whom there has 
been no known intervening exposure to estrogen. We 
have had at the Free Hospital, three cases of car- 
cinoma of the endometrium following _ bilateral 
oophorectomy 15, 17 and 30 years previously. Al- 
though some estrogen is excreted after removal of the 
ovaries, and asumed to be of adrenal origin, it has 
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not been reported as sufficient to cause endometrial 
proliferation. 


This study confirms from another angle the warning 
that until more is known concerning the role of hor- 
mones in cancer of the endometrium, it is -advisable 
to use these agents with great care, even when the 
indication for treatment seems to be well defined. Al- 
though the weakness of histologic grading of malig- 
nant tumors is particularly evident in the study of 
of the clinical 
entities may be recognized: 


1. The majority of malignancies arising in the 
endometrium consist of a fairly mature adeno- 
carcinoma extending into the myometrium, but 
tending to reproduce a definitely glandular type. 
Although this type tends to metastasize slowly, 
it is a definitely progressive malignant disease. 


carcinoma uterus, several definite 


2. Anaplastic adenocarcinoma _ is 


with 


highly cellular 
massing of 
differentiated cells which metastasize earlier. 


varying amounts of un- 


3. Adenoacanthoma is a rarer type having islands 
of proliferating squamous cells within adeno- 
carcinomatous areas. 


The typing of simple adenocarcinoma and adeno- 
carcinoma with varying amounts of undifferentiated 
cells, is only roughly accurate, and depends in great 
measure on the number of sections taken from differ- 
ent parts of the same tumor. Some sections from a 
tumor may appear adenomatous, and others, from the 
tumor, undifferentiated 


cells or even areas of squamous carcinoma. More sec- 


same may show masses of 
tions from the same tumor might change the classifica- 
tion. For this reason it is difficult, if not impossible, 
to correlate with any accuracy the grade of malig- 
nancy either with duration of symptoms, with gross 
extent of disease, or with length of survival. Neither 
duration of symptoms nor the microscopic grade of 
malignancy bears any constant relationship to the ex- 
tent of the disease at the time of treatment, or to the 
length of survival. Some cases with low microscopic 
malignancy have metastases without advanced local 
growth. Recurrences often look more active than the 
primary neoplasm. In some cases with cancers of 
relatively high activity microscopically, growth of re- 
currence was slow, and death has occurred as late as 
twelve years, eight months after operation. 


Carcinoma of the fundus usually extends slowly as 
compared to carcinoma of the cervix. Lymphatic 
drainage from the corpus extends within the superior 
portions of the broad ligament along the course of the 
ovarian vessels and round ligament. When adeno- 
carcinoma involving both the uterine wall and the 
ovaries is found, the specimen should be carefully 
studied in order to determine whether the carcinoma 
is primary in the ovary or primary in the endometrium; 
or whether it is really two separate cancers. The 
ovaries may be involved early in carcinoma of the 
endometrium; but such involvement by metastastic 
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carcinoma does not imply as poor a prognosis as can- 
cer which is primary in the ovary and has extended 
to the uterus. In our series, eight cases were found 
of primary 


carcinoma of the ovary with distinct 


primary carcinoma of the endometrium as well. 

A diagnosis of early carcinoma of the endometrium 
is extremely difficult. Unlike carcinoma of the cervix, 
little can be found on examination to arouse one’s 
suspicions or even to confirm a diagnosis. Frequently, 
however, we can secure suggestive information from 
a complete history. Thus a history of infertility, of 
delayed menopause and of dysfunctional flowing is 
frequently found in women who develop carcinoma 
of the endometrium. A history of treatment for uterine 
fibroids may be indicative. A patient with a history of 
menorrhagia during the climateric is 4 times more 
apt to have carcinoma of the endometrium than one 
who during that time has had no increased bleeding. 
As previously stated it is quite within the realm of 
possibility that a history of irradiation for benign con- 
ditions may be indicative. 


An added difficulty in early diagnosis is the fact 
that the vaginal smear is of less value in the diagnosis 
of early carcinoma of the endometrium than it is in 
carcinoma of the cervix. At the Massachusetts General 
Hospital, vaginal smears from 5,621 women were 
studied. In 113 cases of endometrial carcinoma, 83 
were diagnosed by smear, an error of 26.5%. In 354 
cases of carcinoma of the cervix, the diagnosis was 
made by smear in 317, an error of 10.5%. There were 
69 cases in which a positive diagnosis by smear was 
not confirmed by pathological examination, a false 
positive of 1.3%. In cases of proved cancer, the smear 
failed to detect malignant disease in about 20% of 
endometrial and 10% of cervical carcinoma. The 
initial vaginal smear missed one in ten of carcinoma 
of the cervix and two in ten of endometrial carcinoma. 


At the Free Hospital for Women, Dr. Hertig and 
others studied 1045 cases both by vaginal smear and 
by tissue examination. In forty cases of carcinoma of 
the cervix, there were 39 positive smears; an error of 
only 2.5%. In 18 malignancies of endometrium, there 
were 15 positive smears, an error of 16.6%. In seven 
cases of definite carcinoma in situ of the endometrium, 
there was a positive smear in only one; and in eight 
cases with a tissue diagnosis of probable or possible 
carcinoma in situ, there were no positive smears. This 
indicates the difficulty of vaginal smear diagnosis in 
this type of lesion, which is less apt to cast off cells 
into the uterine cavity. Thus the smear is of least 
value in the earliest type of 
diagnosis is of most importance. 


lesion where the 

It is to be noted that a negative smear does not 
exclude the_ possibility of carcinoma. On the other 
hand a positive smear does not indicate operation for 
the very simple reason that an occasional false posi- 
tive is inevitable. The study and use of the vaginal 
smear has had one very important extrinsic result; it 
has enlarged our understanding of symptoms and 
signs which should be recognized as possible evidence 
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of early carcinoma. As a result of a study of 2876 
vaginal smears, conducted by the Massachusetts De- 
partment of Public Health, it was concluded “The 
vaginal smear technique may lower cancer mortality 
more because it has made a large number of physi- 
cians aware how really insignificant are the signs and 
symptoms which may be associated with early car- 
cinoma than because of the early cases it discloses.” 


Very briefly and very simply irregular bleeding 
still remains the most common symptom of uterine 
vancer; and it is, for all practical purposes, the only 
real symptom of cancer in the fundus. Contrasted 
with carcinoma of the cervix, in which the lesion may 
be palpable or visible, carcinoma of the endometrium 
presents the added problem of concealed bleeding. 
Moreover, the cervix in most cases is either atrophic, 
intact or may show only minor endocervicitis or ero- 
sion. The uterus may not be appreciably enlarged, 
the pelvis may be soft. Therefore, since 75 to 85% of 
patients with fundal carcinoma have passed the meno- 
pause, post-menopausal bleeding of any kind what- 
soever, makes a diagnostic curettage mandatory, no 
matter what the clinical findings on examination may 
be. In post-menopausal patients carcinoma of the 
fundus will never be overlooked, if in every case of 
post-menopausal bleeding the probability of its pres- 
ence is kept in mind and a diagnostic curettage re- 
sorted to immediately. 





In patients who have not passed the menopause, 
an early diagnosis is still more difficult; and it is most 
difficult, and the danger of missing such early diagno- 
sis is greatest, in the case of patients between the 
ages of forty and fifty in whom the periodicity of 
menstruation has not ceased. The reason for this is 
clear. The early symptoms of carcinoma of the fundus 
are minimal, consisting of painless bleeding either in 
the form of slight menorrhagia, metrorrhagia or spot- 
ting. Such bleeding may actually be due to other 
causes. Thus, during the child bearing age abnormal 
flowing may be considered to be—and frequently is— 
some form of dysfunctional bleeding. Later on, slight 
bleeding with a negative pelvic examination may be 
interpreted to be—and frequently is— a manifestation 
of the menopause. Again natural and synthetic estro- 
gens used for the relief of the vaso-motor symptoms 
incident to the menopause frequently produce bleed- 
ing. All this tends to confuse and render the diagnosis 
difficult. Moreover, the finding on examination of a 
fibromyoma does not exclude endometrial carcinoma. 
One is frequently associated with the other; and in 
our series of fundal carcinoma thirty and six tenths 
percent had fibroid tumors at time of treatment for 
carcinoma. Since all this is true, there is only one 
safe procedure; the presence or absence of carcinoma 
must be determined by a diagnostic curettage. If 
careful examination under anesthesia with curettage 
and cervical biopsies fails to reveal the cause of flow- 
ing, careful, persistent follow-up is absolutely es- 
sential. It is not enough to say that in every case a 
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biopsy must be obtained. One negative biopsy is 
never enough if the symptoms persist; and repeat 
biopsies must be done until or unless some benign 
cause of recurrent bleeding is absolutely demon- 
strated. 

In concluding this section, let me insist. If and 
when every single case of post-menopausal vaginal 
bleeding of any kind; if and when every single case 
of abnormal bleeding in patients of any age, is taken 
very seriously and is considered to be due to cancer 
until a definite diagnosis is made, then and then only 
will patients who actually have cancer of the fundus 
obtain the early diagnosis and receive the early treat- 
ment which is at present the one efficacious means of 
cure which we possess. This must be our bulwark of 
defense against this form of carcinoma until that 
bright day dawns when a specific therapy for general 
cancer is found. 

Between May 1, 1903 and December 31st, 1940, 
443 cases of carcinoma of the endometrium were 
treated at the Free Hospital for Women in Brookline. 
Prier to November 1916 when radium was first used 
in the hospital, the treatment was hysterectomy, either 
complete or supravaginal, with removal of tubes and 
ovaries. When radium was first used as treatment for 
uterine cancer, it was given as the sole treatment, and 
was used only in poor operative risks or in cases which 
were too far advanced for surgery. The results of 
treatment by radium alone in cases of carcinoma of 
the cervix were good; in fact the results were so good 
that the use of radium largely supplanted surgery in 
the treatment of this type of carcinoma. On the other 
hand, the results of treatment by radiation alone in 
carcinoma of the fundus were poor and did not com- 
pare at all with the results obtained in the treatment 
of carcinoma of the cervix, so that radiation came to 
be used in carcinoma of the fundus mainly for pur- 
poses of local palliation. Although the survival rate 
was poor in the treatment with radium alone, still 
there were patients who had been given radium as a 
palliative measure who survived five or more years. 
Moreover some of these patients who were not good 
operative risks and who were given radium, actually 
improved to such an extent under medical supervision 
that operation was undertaken five to fourteen months 
later. In fifty percent of these cases active cancer was 
found in the removed specimens. 

Since many patients who had been treated by sur- 
gery alone developed recurrences at the top of the 
vagina as well as pelvic and more distant metastases 
in a relatively short time, it was natural to turn to 
radiation with the hope of preventing or at least post- 
poning recurrence; and thus we came to use radium, 
not only as a treatment to replace surgery in the case 
of patients not considered eligible for surgery; but 
also as a prophylactic before and as a supplementary 
measure after surgery. 

At this time there were no definite indications to 
be followed in the selection of patients for pre- opera- 
tive radiation. If the uterus was enlarged by tumor, it 
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was thought that shrinkage and improved drainage 
resulting from radiation would be of advantage. Pre- 
operative radiation also seemed indicated where there 
was cervical or vaginal extension. It is to be noted 
that in all these cases, pre-operative radiation was not 
used in the belief that its application would destroy 
all the cancer, but in the belief that it would render 
subsequent surgery safer by reducing infection and 
lessening the possibility of disseminating viable can- 
cer during operation; and also that it would reduce 
the incidence of recurrence in the vaginal vault scar. 


When used pre-operatively the radium capsules 
were placed in tandem in a tube of 1.0 mm. brass 
and 1.0 mm. lead from the top of the uterine cavity 
to or through the external os for a total dosage of 
2400 to 3600 mg. hours. Four to seven weeks later, 
hysterectomy was performed. 


Post-operative radium was used especially in pa- 
tients who had not received radium pre-operatively. 
A cylindircal bomb of 1.0 mm. brass and 2 mm. lead 
was applied transversely across the vaginal vault from 
two to ten weeks post-operatively. The majority of 
doses was 2000 to 2400 mg. hours. Post-operative 
X-ray treatment when used was started within eight 
weeks of operation. 


Since 1935 combined X-ray and radium treatment 
before and/or after operation has been used as 
practically routine, with, however, no set plan as to 
the sequence of surgery and radiation. Radium dosage 
has been increased to at least 3000 mg. hours pre- 
operatively and to at least 2400 mg. hours when used 
post-operatively. Patients who are not operated upon, 
receive two applications of radium, two to eight weeks 
apart, totalling 4800 to 6000 mg. hours. Since 1937 
X-ray treatment has been given in a single consecutive 
series, and an attempt is made to complete all treat- 
ment in eight weeks. 


Over the years, under certain conditions, supra- 
vaginal instead of complete hysterectomy has been 
used. Obesity, cardiovascular disease, fixation of the 


lower uterus and cervix, deep in the pelvis, hopeless 





extension and metastases—these, alone or combined, 
were the factors which determined the necessity for 
the incomplete procedure. 


Complete hysterectomy with removal of adnexa 
and at least a small vaginal cuff was from the begin- 
ning the basis of treatment for carcinoma of the endo- 
metrium; and any plan of treatment not including 
complete hysterectomy with removal of adnexa was 
and must still be considered a compromise. The 
operation should include pre-operative closure of the 
cervical canal to avoid possible extrusion of viable 
tumor during the operation. For the same reason, the 
tubes are ligated as soon as the abdomen is opened. 
Clamps are applied to the broad ligaments and used 
for necessary traction. No instruments should be ap- 
plied to the fundus and manipulation of the uterus 
should be reduced to a minimum. A wider excision of 
the broad and infundibulo-pelvic ligaments is done 
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than in hysterectomies for benign conditions. Clamp- 
ing of the entire parametrium down to the vaginal 
vault as early as possible may help to prevent the 
spread of the disease through the uterine veins and 
lymphatics during the early stage of the operation. 


Studying these various stages in the development 
of treatment, the results do not engender complacency 
or self satisfaction; nor do they warrant any feeling 
that we can rest on our laurels; but they do give 
indication of substantial and solid progress and 
amply justify hope of further success in the years to 
come. 


There is a common saying that a set of figures may 
be so manipulated as to tell any story; that even 
though figures themselves do not lie, they can be 
made to do so. In working out statistics and in 
figuring percentages, we have been very realistic and 
have made no attempt whatsoever to brighten the pic- 
ture. In fact, we have tended to stress the dark side. 
Cases of carcinoma in situ, or pre-invasive carcinoma, 
are not included in the study as in these cases we 
expect 100% cure, and there is not universal agree- 
ment that the condition is cancer. The complete pic- 
ture is given; and in every series, all patients have 
been included, even those who because of the hope- 
lessly advanced stage of the disease were not treated. 
Cases which were “untraceable” were presumed, for 
the purpose of statistics, to have died of cancer. 


Between 1903 and 1925, 118 patients with car- 
cinoma of the endometrium were seen. Three of these 
were untreated because of the advanced stage of the 
disease. Fifteen were considered inoperable and were 
treated with radium alone. Of the fifteen, three were 
alive at five years, one at ten and none at fifteen years. 
Thirty-seven patients were treated by supra-vaginal 
hysterectomy with one post-operative death, and with 
twelve deaths and two untraceable at five years, thus 
giving a five year survival rate of 59.5%. 63 complete 
hysterectomies were done, with seven post-operative 
deaths and a five year survival rate of 61.2%. Com- 
pared with the survival rate of the supra-vaginal 
group, the percent of the survivors in the complete 

with time until at 
survivors was 30.1% 


hysterectomy group increased 
fifteen years, the percent of 
compared with an 18.9% survival in the supra-vaginal 
group. In this total series of 118, 54.2% were alive at 
five years; 38.9% at ten years; 22% at fifteen years; 
and 11.7% were alive twenty years after treatment. 


Radiation was first used in conjunction with sur- 
gery between the years 1926 and 1930. During this 
period a total of 88 patients were treated; nine by 
radiation alone, 23 by a combination of surgery and 
radiation and ‘fifty-five of the 88 were treated by 
surgery alone; twelve by supra-vaginal and 43 by 
complete hysterectomy. In this series there were four 
post-operative deaths; the survival at five years was 
55.6%, at ten years 45.5%, and at fifteen years 
29.6%. Thus the over-all results were considerably 
better than in the previous series. There was, however, 
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one result which at first glance would appear con- 
trary to expectation. The highest percentage of five, 
ten, and fifteen year survivals in this series was the 
group treated by complete hysterectomy without 
radiation. Thus the five year survival rate for com- 
plete hysterectomy alone, was 65.2% while that for 
hysterectomy plus radiation was only 58.3%. 


However, the selection of patients for the various 
types of treatment might possibly explain the dis- 
crepancy in results. During this period complete 
hysterectomy alone was considered the ordinary pro- 
cedure and was used in all cases in which the dis- 
ease was not thought to have extended beyond the 
uterus. The use of radium alone was restricted to 
those patients who were considered inoperable; the 
supra-vaginal hysterectomies were performed only 
where necessary because of the extent of the disease 
or because of complications; and finally, the combined 
radium therapy with surgery was used only in the 
intermediate group. Thus the survival expectation of 
this group would naturally not be as good as that of 
the group in which surgery alone was used. This con- 
clusion might be confirmed by a report from ,the 
Barnes Hospital and the Barnard Free Skin and Can- 
cer Hospital of St. Louis, where 93 patients with can- 
cer of the endometrium were treated. Of the entire 
group 18 were treated by hysterectomy alone, 32 with 
combined radiation and hysterectomy; with a higher 
survival rate for five years in the former than in the 
latter. Drs. Stanbro and Nolan who conducted the 
study state that the unusually high survival rate from 
hysterectomy alone, was attributable to selection of 
favorable clinical material, during this period of 
transition to routine pre-operative radiation. 


In the next five years from 1931-1935 there were 
117 consecutive cases of endometrial carcinoma. Dur- 
ing these years, fewer cases were treated by surgery 
alone; and at the same time there was an increase 
both in number and in percentage of those treated by 
radiation without surgery; 17 by surgery alone and 
20 by radiation alone. Now for the first time in our 
total series, the largest group, 68 of the 117 patients 
received combined treatment of complete hyster- 
ectomy with radium or X-ray or both. Twelve supra- 
vaginal hysterectomies also received supplementary 
radiation, making a total of 80 patients who were 
treated by surgery plus radiation. 


Once again the results statistically were disappoint- 
ing. The survival rate, 56.4% of the total 117, was 
no better than in the two previous groups. A more de- 
tailed break-down brought some consolation. The 
twenty patients who were treated by radiation alone 
had been deemed unsuitable for surgery and _ their 
five year survival rate was only 30%. This would, of 
course, lower considerably the over-all percentage. 
Nevertheless, the five year survival rate of the 68 who 
were treated by complete hysterectomy plus radiation 
was only 63.2%, as compared with a five year sur- 
vival of 65.2% for the previous group which had 
been treated by complete hysterectomy without 
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radiation. During this period there was no change of 
operative technique to account for this lack of im- 
provement. It was noted, however, that 32% of this 
group had either extension of the disease locally, 
distant metastases or another primary malignant tumor 
at the time of treatment, as compared with only 22% 
in the preceding group and 17% in the earliest group. 
Hence we could find some encouragement by con- 
cluding that in all probability the extra manipulation 
and the delay incident to pre-operative radiation did 
not affect the results adversely, but rather, that the 
survival rate in this group would have been still 
worse if radiation had not been used. 

Even though the survival rate was not improved 
in this first group in which, for a majority of cases, 
combined surgery and radiation was used, neverthe- 
less this procedure was continued, and now we feel 
certain that the results have justified our doing so. 

In the five year period from 1936-1940, 78 patients 
of a series of 120 cases were treated by surgery plus 
radiation in some form. In this total series of 120 
cases there was one operative death. There were 
seventy-eight 5 year survivals—five with recurrence 
and 73 alive and well; thus giving a five year rate of 
65% survival and 60.8% alive and well. This is the 
highest five year rate of the total series. 


Although statistically the only figures which we 
consider to be of conclusive value are those taken 
from the total series of consecutive cases, regardless 
of extent of disease and type of treatment, neverthe- 
less a study of smaller groups which have received 
the same types of treatment is at least interesting and 
at times quite indicative. Thus, in this complete 
series of 120 cases, 75 received complete hysterectomy 
combined with radium or X-ray or both, with a five 
year survival of 73.4%. Of these seventy-five, 21 
were treated with both radium and X-ray preceding, 
and 22 were treated with both radium and X-ray 
following complete hysterectomy, with little or no 
difference in five year survivals, and with a percent- 
age about the same as that of the entire group. One 
was treated with X-ray alone and 4 with radium 
alone, preceding hysterectomy; and_post-operatively, 
14 received X-ray alone, and five radium alone. The 
five year survival rate of this group of 24 who re- 
ceived only one or the other form of radiation either 
before or after operation, is considerably lower than 
that of the other group of 43 who received both 
radium and X-ray either before or after the complete 
hysterectomy. 


By far the best results were found in a small group 
of eight patients who received pre-operative radium 
and post-operative X-ray treatment. Of this group at 
the end of five years seven were alive and well, no 
deaths, no recurrences and one case was untraceable, 
thus giving a survival rate of 87.5%. Of course, this 
particular group is too small to serve of itself as a 
basis for any certain conclusion, but it is at least 
indicative; and this indication is strengthened by the 
fact that other clinics have recently reported their 
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best results from this same sequence of radium, opera- 
tion and post-operative X-ray. Thus Dr. Hundly of 
the University of Maryland has recently reported 32 
cases treated with pre-operative radium, 21 of whom 
also received post-operative X-ray with a five year 
survival of 84.4%. The Jefferson Clinic reports a five 
year survival rate of 85.2% in a group of 27 who 
were treated with pre-operative radium application; 
and with post-operative X-ray when at operation, the 
disease was found to be extended beyond the uterus. 

One other point in this study of results deserves 
mention and comment. In the series from 1935-1940, 
12 patients were treated by complete hysterectomy 
without any radiation therapy. These 12 cases were 
considered to be early cases; in fact, it was precisely 
because they were considered to be early cases that 
the procedure of complete hysterectomy without 
radiation was followed and comparatively better re- 
sults would quite naturally have been expected. And 
yet of the twelve, two died of recurrence within five 
years and one case was untraceable, thus giving a five 
year survival of only 66.6% as compared with 73.4% 
in the group of 75 who were not considered to be 
early cases and received some supplementary form 
of radiation. Once again, even though because of the 
limited number of cases, the results are not con- 
clusive, they are a strong indication that all cases 
should be treated by the combined methods. The 
intrinsic reason urging this procedure is quite clear. 
We simply do not know before operation that a 
cancer is early. We simply do not know the extent of 
local involvement until the uterus has been removed 
and examined. Moreover, the argument against this 
procedure is far from conclusive. Some authors ad- 
vocate the use of pre-operative radium only on the 
more highly malignant types of tumor, contending 
that the lower grades of malignancy are more re- 
sistant to radiation and hence that pre-operative 
radiation therapy has no advantage in the treatment 
of tumors of the lower malignancy type. In a study 
of the uteri and adnexa removed from 67 patients 
who had received from 4000 to 4500 mg. hours of 
radjum pre-operatively only 19 showed no residual 
malignancy. Of the nineteen, seven were Grade I, 
five Grade II, two Grade III, one Grade IV, three 
adenoacanthoma, and one not graded. In other words, 
twelve of the nineteen were of the lower grades of 
malignancy; and yet the same radiation effect, de- 
struction of the disease, resulted in all grades. These 
findings would indicate that pre-operative radiation 
is of advantage whatever the grade of malignancy 
and that its use should not be restricted only to more 
highly malignant tumors. 

To sum up. The highest five to twenty year survival 
has been in patients treated with complete hyster- 
ectomy. In the latest series reviewed, the survival 
rate in patients treated with complete hysterectomy 
and some form of radiation was higher than any 
previously attained with hysterectomy alone. When 
used only pre-operatively or only post-operatively the 
actual results do not favor the use of one method 
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over the other. In theory, there are advantages in 
applying radium before operation and using X-ray 
post-operatively; and the actual results in one small 
group treated with this sequence show the highest 
percentage of patients who after five years are alive 
and well with no recurrence of the disease. 

Complete hysterectomy, then, should still be re- 
garded as the basis of any plan of adequate treatment 
of carcinoma of the endometrium. Moreover, in this 
type of cancer, even though the results of treatment 
with radium alone do not compare with those 
achieved in carcinoma of the cervix, nevertheless 
radiation as a supplement to surgery has a very 
important place in the primary therapy of fundal car- 
cinoma. The timing in relation to surgery, the type, 
dosage and method of application of radiation should 
be decided individually for each case. 

It is true that in the treatment of endometrial can- 
cer, improvement of surgical technique has greatly 
reduced the operative risk. Radiation and surgery 
combined has resulted in some improvement of the 
survival rate with definite indications of even greater 
improvement in the years to come. This is solid 
ground for optimism. Nevertheless, in the present 
state of our knowledge, or rather lack of knowledge, 
of the etiology of general cancer, our one hope of 
achieving any notable improvement in the results of 
treatment of carcinoma of the endometrium lies in 
early diagnosis and early treatment. As we all know 
to our sorrow the chief stumbling block in cancer 
therapy is the rapidity of change, with few warning 
symptoms, from a localized to a generalized condi- 
tion. A localized tumor can be successfully removed 
surgically or by radiation-induced necrosis; and the 
majority of cases in which there is a survival without 
recurrence for five or more years after treatment are 
those in which the growth was confined to the uterus 
at the time of treatment. Once the condition has 
spread from the uterus to adjacent or distant organs 
or to regional or remote lymph nodes, then it is the 
pessimist who is the realist. Even with the most 
radical treatment at our command, the best we can 
do, in most cases, is a delaying action. The chance 
of permanent cure is not good. In carcinoma of the 
endometrium as in other types of cancer, it is axio- 
matic that the earlier the disease, the more difficult 
the diagnosis; and yet the earlier the diagnosis, the 
better the prognosis. 

(We wish to express our thanks to Dr. Allen Seegar, 
Fellow in Pathology, Free Hospital for Women, for 
assistance in reviewing statistics. 
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New Concepts In The Management Of Cerebral Palsy 


Weston Cook, M. D. 


. 

The subject of my paper today, Cerebral Palsy, or 
Spastic Paralysis, has been viewed in a rather hope- 
less light throughout most of the history of modern 
medicine. This hopeless attitude has not been without 
a reasonable background, for until quite recently, the 
condition has been too poorly understood to be 
adequately treated. 

Spastic paralysis was first described by Little as a 
condition present from birth and characterized by 
stiffness and loss of activity of muscle, accompanied 
by a speech defect, drooling, a scissors gait, and 
mental deficiency. It is certainly understandable how, 
in the presence of a combination of a severe physical 
handicap and mental deficiency, the outlook might 
be considered somewhat dreary. 

With the appreciation in recent years that mental 
deficiency is not necessarily an accompaniment of the 
physical handicap, there has been a revision in the 
medical approach to the disease, and plans of treat- 
ment have been devised that have proven of un- 
questioned benefit. 

I plan to cover today a little of the more modern 
thinking about the etiologic background (and thereby 
possibilities of preventative treatment), the present 
day orthopedic approach to the problem, and a little 
on the medical side concerning a few drugs that have 
been used in the treatment of Cerebral Palsy. 

First, concerning the etiologic background, it has 
been felt and taught for many years that the single 
factor of greatest importance in a case of spastic 
paralysis was brain injury received during delivery, 
frequently with some implication of fault on the part 
of the obstetrician. While trauma still is considered 
an important factor, there are a number of others 
that are being more fully appreciated. Actually, 


relatively little work has been done in a _ good 


(Presented at Annual Session, S. C. M. A., May 18, 
1949). 


scientific investigation of the pathology in individual 
cases. An attempt is being made to set up a central 
registry of brains of deceased cerebral palsied chil- 
dren, much on the order of the tumor registry of the 
American College of Surgeons. 


From what little work has been done, it has been 
shown that one factor of some importance is the 
presence of anomalous variations in the brains. These 
variations range from minimal abnormalities to com- 
plete absence of entire structures. 


A second recently appreciated factor has been the 


hemorrhagic changes accompanying Rh _ incom- 
patibility of mother and child. For some unknown 
reason, this has seemed of some particular importance 


in the development of athetosis. 


The third factor of importance in the development 
of cerebral palsy that is new has been termed the 
pre-maturity pressure change. The explanation of this 
is that incompletely developed walls of the cerebral 
vessels of a premature child are unable to adapt to 
the sudden change from a high intrauterine to a 
relatively low atmospheric pressure. The particular 
site of hemorrhage then determines the type of cere- 
bral palsy that is seen. 

From an examination of the various factors causing 
cerebral palsy, it seems to me there is not too much 
that can be done to decrease the incidence of this 
disease. Even in cases where the cause is known, too 
often the damage is accomplished before anything 
can be done about it. 

The management of the problems of spastic paraly- 
sis, while being dabbled in by many branches of 
medicine, has, by and large, been the particular 
responsibility of the orthopedist. And this is right- 
fully so, for without careful orthopedic management, 
and sometimes, even with it, severe deformities may 
develop. Orthopedic treatment has gone through a 
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number of phases; with the development of anesthe- 
sia, and improved surgical technic, many operations 
for the various problems were devised and attempted. 
With a background of poor understanding of the 
actual condition present, be it spasticity, athetosis, 
rigidity, or ataxia, poor results were bound to follow 
in many cases. As a consequence, the pendulum then 
swung to the opposite pole of advocating no surgery 
whatsoever. Now, I believe, a balance is being 
reached of planning surgery with a real understand- 
ing of what is causing the condition to be corrected 
and what may be anticipated as an end result. By 
the use of judicious surgery, osteotomies, plastic ten- 
don procedures,  stabilizations and _ partial neu- 
rectomies, months of corrective bracing can be saved. 

My idea of a sensible approach to the treatment of 
an individual problem is as follows: 

1. Observe the child on several different occasions 
over a period of some weeks before making up your 
mind concerning the status of his intelligence. Use 
psychological testing when available, but let it be a 
guide only, for no psychological test can be accurate 
with a severe physical handicap. 

I try to feel that practically normal intelligence is 
present before suggesting any substantial investment 
in hospitalization for surgery or in the limited valu- 
able time of your technical assistants. 

2. In the Army the next step would be called the 
“Estimate of the Situation.” What is to be the first 
aim of treatment? Are deformities present that with 
correction will speed the accomplishment of aims? 
This is the ideal stage for surgery if such is indicated. 

3. Braces have long been the stock in trade of the 
orthopedist in the treatment of cerebral palsy. At 
some stage during their treatment practically all of 
these cases will need bracing of some form, either as 
night braces to prevent the development of de- 
formities, or as day braces to aid in the treatment 
program. The typical braces worn during the day 
work in several different ways, sometimes to eliminate 
involuntary motion, sometimes to take the place of 
weakened or paralyzed muscles. In all cases, they 
serve to hold the extremity (usually the lower ex- 
tremity, because here stability is essential), to hold 
the extremity in the desired position of function. 

In a child that has never stood up, I think of 
bracing as a way of holding the child in an upright 
position, thus forcing him to use previously un- 
developed muscles of legs, trunk and neck. Thus, by 
use, he develops the strength of these muscle groups 
necessary to standing and walking. 

4. A special exercise and training program. Here 
is the crux of what might be termed the new concept 
of the treatment of cerebral palsy. The basic idea 
underlying this training program is that in the 
presence of a normal mentality, even though the child 
may be unable to learn basic activities automatically 
because of the physical handicaps present, still it is 
possible to teach this child by a repetitive exercise 
program. Thus, he learns the activity in much the 
same manner that a normal child learns higher skills, 
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such as swimming. 

So, after necessary surgery and bracing are pro- 
vided, the child is considered from the standpoint of 
what goals are to be sought. Can he be taught to 
walk? Or is the handicap too great, and would it be 
wiser to accept a wheel-chair life and work for arm 
function for this activity? 

Once the goal is determined, a program of exercises 
is set up with the assistance of trained technical 
specialists—physical and occupational therapists. With 
this program weakened muscles are strengthened, in- 
voluntary motions are diminished by relaxation and 
gradually, motion patterns become habits. 

5. In addition to physical and occupational therapy, 
many cerebral palsied children will need help in 
learning to speak properly. Many factors enter into 
these speech difficulties. Spasticity can involve the 
tongue and voluntary muscles of the mouth and throat. 
Frequently, these are partial hearing losses that make 
some sounds go unheard and, therefore, unspoken. 
In many of the children there is irregularity of 
diaphragmatic motion that makes for difficult speech. 
Trained speech therapists can properly evaluate the 
various factors and can sometimes produce truly 
amazing improvement. 

These five points constitute a basic approach to an 
individual, uncomplicated cerebral palsy problem. 
We have skipped special problems that may arise: 
eye problems, feeding problems, control of convulsive 
seizures—any one of which may prevent undertaking 
a training program. Seizure control, especially, is so 
very important that we could well spend the extra 
time on it alone. Suffice it to say that each of these 
problems must be controlled in an appropriate medi- 
cal way before undertaking the training program. 

In the field of internal medication, in the treatment 
of cerebral palsy, many different drugs have been 
used. Some drugs are of great value in seizure con- 
trol. Others, such as vitamins, are useful for their 
general health value. I want to devote just a few 
minutes to three preparations that have been widely 
advocated as of great value. 

First, I should like to say just a word about 
Prostigmine, or to be more accurate, Prostigmine 
hydrochloride. Several years ago, on apparently good 
theoretical neurological grounds this drug was con- 
sidered for use in the treatment of cerebral palsy. Be- 
fore an adequately controlled and scientifically run 
series of treatment cases could be properly evaluated, 
articles began to appear in lay publications about the 
“wonder drug”. So great was the furor that arose and 
so insistant the parental demands that practically 
every cerebral palsy child in the country was tried 
on this treatment. The now subsided, 
leaving Prostigmine now about where it was in the 
beginning—a pretty good drug to use with post- 
operative abdominal distention. 

Shortly after the reign of Prostigmine, a new star 
appeared on the horizon in the form of glutamic acid. 
This drug, it was claimed, would practically cure 
mental deficiency. I know it is useless to go further 


storm has 
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into that subject. The use of glutamic acid has been 
pretty largely discontinued. 

About one year ago, there first appeared in Ameri- 
can literature reports concerning the effectiveness in 
cerebral palsy of a new drug named Tolserol. This 
had first been described by Berger and Bradley in 
England, under the name of Myanesin. Because of 
the opportunity for controlled observation of a large 
number of these cases, a supply of the drug was 
allotted to us for experimental use. This experimental 
work has been going on since August of last year. 

This presentation is not intended as a report on this 
work, for we do not feel that adequate material has 
been amassed and observed for a sufficient period of 
time to draw definite conclusions so this report is 
intended only as a preliminary report in generalities 
on the use of Tolserol and its effectiveness. 

Approximately 40 cases have been treated with 
Tolserol for a sufficient period of time to be worthy 
of consideration. The dosage program ranged from 
50 to 2.0 grams of the powder in tablet form, ad- 
ministered orally each day. 

In each of these cases an attempt was made to 
secure some method of objectively measuring the 
progress of the patient while under treatment. Before 
beginning treatment, each case was given a set of 
timed _ tests, according to the individual 
abilities. At intervals throughout the treatment pro- 
gram, these tests were run again by the same techni- 


varied 


cians—physical and occupational therapists. Abilities 
that were attempted to be tested were hand use, leg 
use and speech. In addition to these tests, routine 
blood and urinalyses were done at intervals through- 
out the treatment. Generalizations and impressions of 
patients, parents, and technicians were recorded. The 
cases treated were in the diagnostic categories of 
athetosis and spasticity, and these were about equally 
divided. In approximately 60 percent of cases treated, 
there was no change that was considered significant. 
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In 40 percent of cases, definite improvement was 
noted. 

The greatest change and the most consistent im- 
provement appeared to be in cases of athetosis with 
tension. Of all cases treated, some lasting as long as 
several months, there was no instance of any un- 
toward reaction to the medication. Insofar as results 
are concerned, it is to be stressed that this is not our 
final opinion concerning the value of this drug, but is 
merely our impression at the present time. 

In each case, there is so great a desire to see im- 
provement that it is difficult to prevent this factor 
from coloring one’s impressions. 

Undoubtedly, another factor that will tend to lead 
us astray is the fact that in most of the cases, greater 
efforts to obtain proficiency are made in the particular 
activity while under treatment. Despite this, however, 
it has been our feeling that Tolserol was at least worth 
a clinical trial in each case, particularly in view of the 
relatively low cost and the absence of deleterious side 
effects. 

Finally, I would like to close on a little different 
note. For many years we have seen the entire problem 
of cerebral palsy viewed in a completely hopeless 
light. With the realization that all of these children 
feeble-minded that 
particularly in lay 
groups interested in crippled children and in the lay 


were not and they could be 


treated, there has developed, 
press, an attitude that these cases can be cured. 

To me, this is an even more cruel tendency than 
saying there is nothing to do, for it raises the hopes 
of parents only to certainly drop them to greater 
depths. This can best be prevented by a realistic out- 
look of what may be expected. 

Yes, if he has a normal mentality, the child can be 
taught many things—possibly to walk, to dress, and 
feed himself, to speak understandably. To be normal— 
No, but certainly far better off than without these 
accomplishments. 
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Meningitis Of Aural Origin 


CASE REPORT 
RicHarp W. HANcKEL, M. D. 
Charleston, S. C. 


The case I wish to present to you this morning 
concerns a 21 year old white male who was admitted 
to Baker Sanatorium on November 24, 1948 at 9:30 
p. m. He was first seen by me the following morning 
about 9:30 a. m. 


He was irrational on admission and so the history 
was obtained from his mother. She stated that the 
patient had been perfectly well until about four days 
before admission when he had developed a cold. On 
the morning of November 24th he developed a severe 
headache on the right side and fever. He became 
progressively worse rapidly and was admitted to 
Baker at 9:30 that evening in a semi-comatose state. 
When he roused he was irrational. 

In his past history, his mother stated, and her 
statements were checked with hospital records, that 
he had had “ear trouble” in his right ear since two 
years of age. At eight years of age (1935) he had a 
right simple mastoidectomy done at Baker and had 
progressed satisfactorily except for discharge from the 
right ear until September 1944 when he was ad- 
mitted to the Isolation Department at Roper with a 
diagnosis of meningitis. He was treated with chemo- 
therapy at that time and had an uneventful recovery. 
The final diagnosis at this time was meningococcic 
meningitis. However, his spinal fluid culture was 
negative (the specimen was not obtained until he 
had been on sulfadiazine for 24 hours) and I feel 
sure that this diagnosis is in error and that the 
meningitis was of aural origin. As a matter of fact the 
consulting otologist at that time made a note to that 
effect on the chart. 

He moved to California shortly after this and in 
March 1947 he had a recurrence of meningitis. He 
was admitted to Stanford University Hospital in San 
Francisco and after the meningitis was controlled 
with chemotherapy he had a residual vertigo. His 
physician there, wrote that he (the patient) claimed 
no hearing on the right side but his Weber was re- 
ferred to that side. Also the labyrinth on the right re- 
sponded to caloric stimulation indicating that the 
inner ear was still functioning. His physician further 
stated that there was a pulsating mucopurulent dis- 
charge in the canal and a very red promotory. The 
drum membrane was almost entirely gone, a remnant 
of malleus handle remained. A revision of the previous 
mastoidectomy was done at this time and revealed 
that dura in the region of the squama had been ex- 
posed at previous surgery extending over an area of 
about one square centimeter. An endaural approach 
was used and a modified radical mostoidectomy was 


( Presented at Baker Sanatorium Staff Meeting June 
8, 1949) 


done—i.e. the remnants of the middle ear were left 
undisturbed in the hopes that there would be some 
regeneration of the drum membrane. Also during the 
course of this operation it was found that in addition 
to the exposure of the dura over the squama, some 
tough fibrous tissue also covered the dura in the 
posterior fossa. It was felt by the operator that the 
lateral sinus had probably been entered at the first 
operation and packed off However, no examination of 
spinal fluid dynamics was done at Stanford University 
Hospital. He made an uneventful recovery except that 
the ear continued to drain. 

This aural discharge persisted to greater or less 
degree up until the time of his present attack when 
it was increased. 


On examination at Baker on the morning of 
November 25, 1948 (the day after admission) one 
noted a white male apparently of stated age, in a 
semi-comatose condition, and having marked nuchal 
rigidity. His temperature was 104.2 rectally. Ex- 
amination of his right ear revealed a depressed 
mastoidectomy scar posteriorly and a_ well-healed 
endaural scar. A moderate amount of thin watery dis- 
charge was present in the canal and the mucous 
membrane over the promotory was acutely inflamed. 
A small rim of drum membrane remained, no ossicles 
could be demonstrated. 


In view of his past history and present findings it 
was decided to have Dr. Kredel in on consultation as 
we anticipated that we might need him at the time 
of a contemplated third operation if a brain abscess 
was uncovered. He saw the patient that morning and 
did a lumbar puncture. The fluid was cloudy with an 
initial pressure of 280-300. About 200 cc were with- 
drawn and the final pressure was 160. There was no 
rise in pressure on compression of the right juglar, 
but a free rise and fall on compression of the left. 
Examination of the spinal fluid showed a total cell 
count of 3,152 with 99% polys. Culture was positive 
for pneumococcus type #17. 

Blood counts ranged from 22,000 total white with 
89% polys at the onset to 6,100 with 52% polys and 
48% lymphs on November 29, 1948. Urinalyses were 
consistently within normal limits. 

X-rays revealed evidence of erosion of the apex of 
the right petrous. 


On admission he was put on penicillin 50,000 units 
every 4 hours intramuscularly and 1 gram of sulfa- 
diazene every 4 hours with sod. bicarbonate. Jn ad- 
dition to this he was given sulfadiazine gms. 2.5 intra- 
venously the following morning. 


A rapid regression of his symptoms followed. He 
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became clear mentally and afebrile on the 4th day. 


A further revision of his mastoid was done on De- 
cember 3, 1948 after he had been afebrile for four 
days. A post-auricular incision was made and the skin 
reflected forward. A large dehiscence of bone over 
the dura in the region of the squama and tegmen was 
found and granulations were present on the dura. 
Surrounding bone was removed until normal dura 
was uncovered. In the region of the knee of the sinus 
hard sclerotic bone was removed to a depth of about 
one-half ¢.m. and no sinus was discovered. It was 
assumed that the sinus had been completely ob- 
literated at the- original operation in 1935. The 
remnants of posterior bony canal were removed. The 
rim of drum was removed and the lateral opening of 
the Eustachian tube in the middle ear was curetted. 
No ossicles could be identified. A subarcuate lead of 
cells into the petrous was noted and these were ex- 
enterated with a fine curette. These cells were not 
particularly necrotic, but were rather hard and brittle. 
This could perhaps be accounted for by the prompt 
and intensive sulfadiazine therapy. A modified Panse 
flap was cut and the flaps sutured in place, care being 
taken to cover as much of the dura as possible with 
the upper flap. The cavity was packed with vaselin 
gauze packing and the wound closed with skin clips. 
A dry dressing was used. 


The clips were loosened four days after operation. 
The lower angle of the wound was not well approxi- 
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mated and this was resutured with two black silk 
sutures under local anesthetic. The packing was re- 
moved and a dry dressing applied. 

Following this he made an uneventful recovery and 
was discharged home December 11, 1948, eight days 
after operation and eighteen days after admission. 

He has been seen in the office at fairly frequent 
intervals. Aside from the removal of granulations with 
100% silver nitrate his course has been uneventful. 
There has been no discharge present for the past 
three weeks. No audiogram could be done _ before 
operation, but one done after operation shows only 
an 18.8% loss on the operated ear and a 4% loss on 
the normal side. 

This case is of interest from several aspects: 1. 
There has been done on this one individual a simple, 
a modified, and a radical mastoidectomy. 2. Both post- 
auricular and endaural approaches have been used. 
3. He has had three attacks of meningitis of aural 
origin and in the last two of these the attendings have 
resorted to surgery. Whether this will be his last 
attack remains to be seen, but I do believe that a 
post-auricular approach and a radical operation offers 
less chance of recurrence because the skin flap can 
be more accurately placed over the exposed dura, and 
in doing a radical an attempt at closure of the lateral 
orifice of the Eustachian tube can be made. If this is 
successful it will prevent direct extension of the infec- 
tion from the nose and throat to the middle ear. 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1949 


1. Cooperation 


To promote closer cooperation and 
better understanding between — all 
agencies, groups and individuals con- 
cerned with providing and impreving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tions. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need, 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 
To prevent political control or 


domination of medical practice or of 
medical education. 
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SECRETARIES AND NURSES 


The reaction of the public to a physician and his 
work is affected to a considerable degree by the at- 
titude and demeanor of his secretary and his nurse. 

Realizing this fact, at least one state medical asso- 
ciation has promoted a state wide meeting of doctogs’ 
secretaries and nurses. At this gathering speakers dis- 
cussed the various phases of the physicians work and 
the way in which the office personnel might help or 
hinder his relations with his patient. Answering the 
telephone, making appointments, collecting 
soothing the dissatisfied patient, explaining the physi- 
cians tardiness or absence, helping with office treat- 
ment—all of these points were discussed. 

It appears to us that such a conference would be a 
distinct value, particularly at this time when efforts 


fees, 


seem to be directed toward smearing the physician 
and his work. To arrange such a meeting would not 
be difficult but it would be of little value unless it was 
supported by the members of the Association who 
would not only allow but would urge their office 
personnel to attend. 

If doctors throughout the state want such a meet- 
ing they are asked to write to the Secretary and say 
so. 





CODE OF ETHICS 


At the last meeting of the House of Delegates of 
the American Medical Association, the Code of Ethics 
of the A. M. A. was revised. As we sat listening to the 
arguments concerning proposed changes, an older 
physician turned to us and made a very pertinent 
observation. 

“After all is said and done, the only Code of Ethics 
we need is the Golden Rule. If a man is a gentleman 
he doesn’t need a Code of Ethics—if he isn’t a gentle- 
man, he won't abide by it anyway. 

How true! 





THE STATE AND THE INDIVIDUAL 


At the recent bicentennial celebration of Washing- 
ton and Lee University, South Carolina’s own James 
F. Byrnes delivered a challenging and thought-pro- 


voking address. In the closing part of his speech he 
discussed the place of the state and of the individual 
in the future life of this nation. His thoughts are so in 
line with ours—and so much better expressed—that we 
take pleasure in presenting them: 


“Here under the spiritual influence of Washington 
and Lee we do well to give thought to the men and 
women who settled this country. They came here to 
avoid the tyrannies of monarchies and enjoy the bless- 
ings of liberty. They were practical idealists. They 
kept their eyes on the stars but kept their feet on the 
ground. For a century and a half their sterling quali- 
ties were emulated by the American people, but today 
their philosophy of life and their views of government 
seem forgotten or ignored. 


“Every segment of society is demanding special 
privileges—the farmer wants higher prices, the wage- 
earner wants increased wages, pensions, and hospi- 
talization. Too many people want more pay for less 
work. We are going down the road to stateism. Where 
we will wind up, no one can tell, but if some of the 
new programs seriously proposed should be adopted, 
there is danger that the individual—whether farmer, 
worker, manufacturer, lawyer, or doctor—will soon be 
an economic slave pulling an oar in the galley of the 
state. 


“Unfortunately each political party tries to out- 
promise the other. Some people even go so far as to 
say that it is unsocial to save. They want to lean upon 
the state, yet the state has to lean upon each one of us. 


“Too many people are trying to transfer power to 
government. That is justified in war but not in peace. 
In time of peace the state must exist for the individual 
and not the individual for the state. Power once trans- 
ferred to government is difficult to recover. Power 
intoxicates men. When a man is intoxicated by alcohol 
he can recover, but when intoxicated by power he 
seldom recovers. 


“We are not only transferring too much power from 
the individual to government but we are transferring 
too many powers of State governments to the Federal 
Government. 

“We Federal Government 


should not have the 
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regimenting our lives from the cradle to the grave. 

“Some of the proposals now suggested which would 
curtail the liberties of the people are offered in the 
name of public welfare and are to be made possible by 
Federal aid. That phrase is an opiate. It is deceptive. 
It leads people to believe that Federal aid funds come 
from a Christmas tree. The truth is there are no 
Federal aid funds except those taken from your 
pockets. If the people generally will ever come to 
understand this, there will be less demand for Federal 
aid. 

“Beware of the Greeks bearing gifts. Beware of 
those who promise you something which does not be- 
long to them and which can be given to you only at 
your own expense or the expense of another who may 
not produce to make the promise good. 

“The States may have failed to make adequate ex- 
penditures in some fields. That does not justify the 
transfer to the Federal Government of powers it was 
never intended to exercise. In every State there has 
been increased expenditures for welfare purposes. 
Give the States a chance. 
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“If the Congress, instead of seeking new ways to 
spend the money which is being collected from the 
people, would repeal some of the excise taxes, the 
States could then levy additional taxes in that field. 
They could provide for many worthy causes and still 
leave the people with more money and more liberty. 

“In the days ahead of us, there will be a struggle 
between those who believe in individual freedom and 
those who would subordinate the individual to the 
dictates of government. There will be a struggle, too, 
between those who would transfer even greater 
powers to the Federal Government and those who 
would stand by the Constitution and its reservation 
of powers to the States. 

“As citizens, you will be called upon to help solve 
these problems. You will bring to their consideration 
trained minds and stout hearts, and whatever may be 
your conclusion as to the proper solution, I am sure 
you will discharge your duty in a manner worthy of 
the spiritual and intellectual heritage bequeathed to 
you by the patriotic Americans for whom this univer- 
sity is named—Washington and Lee.” 
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CHARTER ISSUED MEDICAL CARE PLAN 


On July 25, the Secretary of State for South Caro- 
lina issued a Charter from the State to the South Caro- 
lina Medical Care Plan. The application had been ap- 
proved by the Insurance Commissioner. “The Plan” is 
therefore, now a corporate body, a legal entity, and 
may begin operation as soon as the necessary pre- 
liminary organizational work is completed. 

The amount of that work is considerable, and all 
of it requires meticulous care in the doing. The Com- 
mittee in charge of physician enrollment, Dr. Wyman 
King, Chairman, has met and is ready to go ahead 
with the job of securing signatures of participating 
physicians as soon as the form of the Agreement is 
approved by the Board of Directors. 

The Committee on Contracts and Forms has pre- 
pared a draft of the Agreement and is at work on the 
Subscriber’s Certificate and other forms necessary to 
begin operations. In doing this work the Agreements 
and other documents in use by Plans in other States 
are being examined, and many of their applicable 
provisions will be incorporated in ours. 

The Committees have kept in touch with the office 
of the Director of Associated Medical Care Plans, 
Chicago, and have received great assistance from that 
source. 

The Actuarial Committee has secured preliminary 
estimates, after calculations by qualified actuaries, 
based on our approved fee schedule, of the subscrip- 
tion rates which must be charged in order to render 


the service specified in the By-Laws and to be 
covered by the Contract. 

While the report on this is by no means final and 
will be rechecked and carefully studied before ap- 
proved by the Board of Directors, it is extremely 
favorable, in the sense that the subscription rates, as 
estimated, are small enough to be attractive to the 
very low income groups. 

Of prime importance now and in the next few 
months, is the spirited interest of the physicians. At 
least 50% of all the doctors of medicine in the State— 
not simply of Association members, must be enrolled 
as participating physicians before the Plan can begin 
operation. This means that to assure the requisite 
number, considerably more than half the members of 
the Association will have to enroll. The members will 
contribute much to the success of the effort to begin 
early operation, by informing themselves on the 
methods of the Plan’s operation and the provisions of 
its Enabling Act, By-Laws and fee schedule. The fee 
schedule was published in the June issue of the Jour- 
nal—the By-Laws in the February issue. 

Elsewhere in this Department will be found the 
first in a series of questions and answers designed to 
explain and clarify the important features of the Plan 
and its operation. The series will be continued in sub- 
sequent issues of the Journal, and any members of the 
Association who have other questions concerning the 
Plan are invited to send them to the Public Relations 
Department for inclusion in the Journal, or for special 
attention and reply if requested. 
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BLUE SHIELD FACTS 


What is the South Carolina Medical Care Plan? 
The South Carolina Medical Care Plan is a non- 
profit corporation without capital stock, organized 
and chartered under a special Act of the legisla- 
ture of this State. Its Charter was issued by the 
Secretary of State of South Carolina on July 25, 
1949. 

Who sponsored the Plan and what is its purpose? 
The Plan is sponsored by the South Carolina 
Medical Association for the purpose of furnishing 
prepaid medical care to the public in South Caro- 
lina, at rates which individuals in the lower in- 
come brackets can afford to pay. The State Medi- 
cal Association, through its Committee on Medi- 
cal Service, was responsible for introduction of 
the enabling Act in the Legislature and for the 
continued necessary effort to have it enacted into 
law. 

The object being as stated, the Plan is not or- 
ganized for profit. Since it does not have to make 
money for stockholders, and is required to ear 
only an amount sufficient to meet necessary ex- 
penses and maintain an adequate reserve, its 
rates to subscribers can be correspondingly re- 
duced. For the same reason, the Plan is exempted 
from the payment of taxes. 

For those subscribers whose total annual family 
income is $3,500 or less, the physician’s fee will 
be paid in full by the Plan, according to a fixed 
fee This is the 
vantage for the lower income group. 


schedule. second distinct ad- 
To those whose total annual income is more than 
$3,500, the physician may charge whatever he 
would regularly charge. The Plan will pay him 
the amount fixed in the fee schedule to be ap- 
plied as a credit, and the balance, if any, will 
be collected by the physician from the patient. 


Who owns and controls the South Carolina Medi- 
cal Care Plan? How is it financed? 


The South Carolina Medical Association ap- 
propriated the sum of $10,000 as the initial work- 
ing “capital” to enable the Plan to begin opera- 
tion. If additional sums are necessary, they will 
be raised through the efforts of the Association or 
its individual members. 

The Plan is fully controlled by the State Medical 
Association. Its members are the members of the 
House of Delegates of the Association, and the 
By-Laws provide for an annual meeting of the 
membership at the time of the annual meeting of 
the State Association. 

Between meetings the Plan is operated by a 
Board of Directors of fifteen. Of this number, at 
least eight at all times must be doctors of medi- 
cine and actively engaged in practice in South 
Carolina. The other seven are chosen from the 
non-medical public. All Directors are nominated 
by the Council of the Medical Association, and 


Q. 


A. 


Q. 
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elected by the House of Delegates of the Asso- 
ciation. 


Are all members of the Association required to 
join the Plan as participating physicians? 


No. Members of the Association are not required 
to join the Plan as participating physicians, but 
all are invited and urged to do so. Before it can 
commence operation, at least 50% of the doctors 
South Carolina must agree to 
participate in the Plan’s activities. This includes 
all doctors of medicine actively practicing in the 
State, whether members of the Association or not; 


of medicine in 


therefore, in order to assure active operation of 
the Plan, it will be necessary that considerably 
more than 50% of the members of the Associa- 
tion agree to participate. 

How will the individual physician benefit by 
membership in such a Plan. 

There will be benefits directly through (a) as- 
surance of being paid an adequate fee for his 


‘services by patients (subscribers to the Pian) 


who otherwise could not pay, or would not pay; 
and (b) additional patients from among the low- 
er income group who, without such protecticn, 
perhaps would not 
solutely necessary. 


seek services unless ab- 
A physician will benefit also indirectly, through 
the better relations of his profession with the pub- 
lic, generally, which will naturally be established 
as professional services are made available to 
more members of the public, who otherwise 
would not receive them except on the basis of 
charity. 

Are such Plans in existence in any of the other 
States? 

As of March 31, 1949, there were 59 prepayment 
medical care plans operating in 46 of the United 
States. The types of Plans and the extent of 
coverage which they offer, vary. This left only 
South Carolina and Georgia without Plans in 
actual operation. 


What is Blue Shield? 

This is the name and a symbol which have been 
chosen to identify medical prepayment care plans 
in the United States which meet certain require- 
ments and measure up to standards established 
under the supervision of the Council on Medical 
Service of the A. M. A. It is the companion and 
counterpart to Blue Cross, which represents the 
plans similarly organized and operated for fur- 
nishing hospital services. 


Will this Plan entail spending a great deal of 
time with paper work and red tape? 


Participation with the Plan will, of course, entail 
some paper work in the doctor's office, most of 
which, however, can be handled by the secretary, 
and this will be kept to a minimum. The addi- 
tional work which will be required certainly will 
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"Severe intractable asthma 


requires more strenuous measures. ... Aminophyllin in 
doses of 0.25 Gm. dissolved in 10 cc. of water is 


often very effective when injected intravenously.”! 


To relax spasm, relieve congestion and re- 
store deep, regular breathing, 


sane A\MINOPHYLUIN' 


has proved a valuable drug—generally 


| at 


fo 





effective even in epinephrine-refractory cases. 


Searle Aminophyllin is indicated in parox- 
ysmal dyspnea, bronchial asthma, Cheyne- 


Stokes respiration and selected cardiac cases. 
G. D. Searle & Co., Chicago 80, Illinois ORAL 
PARENTERAL... 
RECTAL 
DOSAGE FORMS 





*Searle Ami phyllin contains at least 80% of anhydrous 
theophylline. 


1. Rackemann, F. M., in Cecil, R. L.: 
Textbook of Medicine, ed. 7, Phil- 
adelphia, W. 8B. Saunders Com- 
pany, 1948, p. 539. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 








Q. 
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not compare with the red tape which would be 
involved under a system of government health 
insurance. 

Will it require any financial obligation on the 
part of the doctor? 

No. There are no dues or payments of any kind 
to be made by the physician. 

Will the Plan cover all types of treatment, or is 
it limited to specific types of treatment, and does 
it apply anywhere except in the hospital? 

The Plan will cover general surgery including 
gynecological, orthopedic, that of the eye, ear, 
nose and throat, neurosurgery, and urological ex- 
amination and surgery, in the doctor’s office or 
clinic, and in the hospital; and obstetrics (de- 
livery and early postpartum care only) in the 
home, the doctor’s office or clinic, and in the 
hospital. 

Will the Plan cover anyone who desires to be- 
come a subscriber, or is it designed so as to limit 
membership according to income? 


Any employed person may become a subscriber,» 


provided he or she enrolls as a member of a 
group not organized especially for procuring in- 
surance. While the benefits of the Plan will be 
more attractive to those of incomes less than 
$3,500 per year, there is no plan or purpose to 
limit membership according to income. 

Once a physician joins the Plan, is he compelled 
to remain a member? And if he is dissatisfied, 
who settles any questions which may arise be- 
tween Plan and physician? 

No. A participating physician may sever his con- 
nection with the Plan after notice to that offect 
a sufficient length of time in advance, this to be 
determined and specified in the Contract be- 
tween Plan and physician. Any dissatisfaction or 
questions arising between the Plan and the Phy- 
sician, or between the physician and the patient, 
are to be submitted to, and settled by the Central 
Professional Service Committee of the Plan. 


Will the physician have any choice regarding 
treatment of patients who are subscribers, or 
must he treat anyone who comes to his office, 
although some may be persons whom he has not 
treated previously? 


The physician will have the same choice as to 
whom he will accept as patients among sub- 
scribers to the Plan, as he has now with respect 
to patients generally. He would not be _ per- 
mitted to refuse to treat a patient for the reason 
that the patient is a member of the Plan, but 
otherwise his freedom in this regard would not 
be restricted at all. 


How would the physician be chosen to render 
services under the Blue Shield Contract? 


Exactly in the same manner as now—by the pa- 
tient. A list of the participating physicians in any 
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community will be available to subscribers at all 
times, and from this list the patient will select 
the physician of his choice. 

Q. How may a physician become a member? 

By signing the Agreement with the Plan, whereby 
he contracts; to render professional services for 
which he is qualified, to subscribers to the Plan 
and their covered dependents, in return for fees 
to be paid him by the Plan according to the 
Plan’s fee schedule, and that such fees shall be 
received as payment in full, when the annual 
family income of the patient does not exceed 
$3,500. 

Q. Will payment for his services be made by the 
Plan to the physician, or to the patient? 

A. Payment for his services will be made directly to 
the physician by the Plan, upon his statement, 
rendered monthly. 

(To be Continued ) 
THE IMPACT OF SOCIALIZED MEDICINE 
ON THE BRITISH PHYSICIAN 
AND HIS PATIENT* 





Ceci. PALMER 
of 
London, England 


Publisher, author, journalist, and signatory of the 
famous “Manifesto on British Liberty” issued by 
the Society of Individualists of which 
he is a leading spokesman. 


I am not a doctor but I am very much a patient. I 
have had first hand evidence of American medicine 
and of private practice, and except that I think it is 
almost as dear as socialized medicine, I can only offer 
you my congratulations on the services that you are 
rendering to mankind. 

Mr. President, you have been good enough to say 
that I will try to paint a picture of Socialism in Great 
Britain—that’s a rather general thing to attempt, and 
in this specialized audience I don’t think I shall ac- 
cept that invitation. 

I have done it many times in the United States 
already, but it seems to me that you would be more 
pertinently interested if I more or less concentrated 
on socialized medicine in Great Britain. 

Let me say in the first place that I have from the 
very beginning of socialized medicine in Britain 
bitterly and strenuously opposed it, and I would ask 
you to believe that I have opposed it on moral 
grounds,, and it is my belief, ladies and gentlemen, 
that it is on moral grounds, primarily, that you must 
fight to preserve private practice in medicine. 

In Britain, the doctors were winning all along the 
line, and it still is a mystery to me, as it is a mystery 
to many of my fellow countrymen, and it is a mystery 
to many members of the British Medical Profession— 


*Address by Mr. Cecil Palmer of London, Fngland 
before the Conference of Presidents in Atlantic City 
on June 5, 1949. 
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how it came about that at the eleventh hour, the medi- 
cal profession gave up the ghost. 

I believe it was due to the fact that the Minister of 
Health, in our present Socialist Government, was able 
to divert the issue from the moral basis to the busi- 
ness. He was able to make the doctors, by a very 
clever political formula, to discuss terms of service, 
whereas the doctors would have been on_ stronger 
ground if they had said there were no terms of service, 
under which they would degrade medicine by serving 
a state salaried medical service. 


I go further, Mr. President and ladies and gentle- 
men, and say that the medical profession in Britain 
made a contribution to the servile state that had not 
measure of 
tionalization in my country. When the doctors were 


been exceeded by any previous na- 
out and free, we had a chance; but when the doctors 
came in and made themselves the servants of the 
state—then we, indeed, had come to a position in 
which it would seem, at this moment, that we cannot 
possibly recover. 


State paternalism is a curse and if I may be 
facetious, I may say from my own observation that 
socialism in Britain—socialism in practice, ladies and 
gentlemen, which is a very different thing from social- 
ism in theory—I would say that socialism will work 
only in heaven where they don’t want it, or in hell 
where they have got it already. 


Two Trends Offer Hope 


I believe there are two trends operating conjointly 
in Britain today which may save us. The one is, what 
I would term—The Women’s Revolt, and the other is 
a purely economic one which is that socialized medi- 
cine is financially top-heavy. 


But do you know, Mr. President and ladies and 
gentlemen, that the first year of operative socialized 
medicine in Britain is costing my impoverished 
country one billion dollars. And that is for socialized 
medicine alone, and when I tell you that socialized 
medicine represents only one-ninth of the total bill 
of social services throughout Great Britain, you will 
get some indication of the hopeless position we shall 
be in, financially, at the end, shall we say, of another 
year. 


Indeed, Sir Stafford Cripps, to whom at least I pay 
tribute of sincerity, has already assured the nation 
that we cannot carry this heavy socialized medicine 
bill without some rearrangement of the contributions. 
One billion dollars a year! . . . for a service that is 
not to be compared with the practice of medicine as 
we had it before the socialists got the grip on us; and 
I would remind you, ladies and gentlemen, above 
everything else—to remember that Lenin, who was the 
architect of communism—Lenin said, that if he could 
control the doctors, he had the people. 


And I am going to show to you that is a very great 
truth, and that it is integral to socialism in any coun- 
try. If the doctors won't play, socialism won’t work. 
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In other words, socialized medicine, in my humble 
judgment, is an integral part of socialism and fascism 
in practice. But I am not going to stress the obvious 
financial instability of socialized medicine in Britain. 
I believe that the common sense of the British people 
will find its own solution to that problem at any rate 
because we are being overtaxed and undernourished 
every day in every way. 

I am going to take it on much broader grounds. I 
am coming back to my moral basis, and I say, with- 
out fear of honest contradiction, that socialized medi- 
cine in Britain has done two major things. In the first 
place, it has revolutionized the status of the doctor. 
His livelihood, his professional advancement, his al- 
legiances and loyalties are now commandeered by the 
state, his new master, who pays him once a quarter— 
his salary from the contributions collected from the 
patients. 

And the second major thing it has done is that it 
has destroyed the relationship between the doctor and 
the patient. 

I do not know with any measure of certainty what 
are the canons of medicine in America, but I know, 
and I assume that you know, too, that in British inedi- 
cine every medical practitioner is bound insolubly to 
an immemorial oath. And that oath—the Hippocratic 
oath—binds every medical man to observe secrecy and 
privacy in the relationships professional between the 
doctor and the patient. And that has gone by the 
board. 


Power of Statutory Instrument 


I am one with many in Britain who envisaged that 
possibility and because of it, when the bill was pass- 
ing through various stages in the House of Commons, 
through members of Parliament, had it challenged 
directly to the Minister of Health himself and, in re- 
sponse to that challenge, he gave a categorical as- 
surance that privacy and secrecy in socialized medi- 
cine would be strictly observed. 

Mr. President, ladies and gentlemen, within three 
wecks of the passing of that act, that same socialist 
Minister of Health issued what is termed in Britain a 
Statutory Instrument. I should explain to you in 
parenthesis, that a Statutory Instrument is one which 
any minister of the crown can exercise and issue, and 
when issued has all the force of law, is above the rule 
of law, cannot be challenged in the courts, and has as 
much weight as any regularized act of Parliament. 

And to show you how far my beloved country has 
trodden the crooked path that leads to the servile 
state, I would tell you that the Statuory Instrument 
to which I am now going to refer is Number 506. In 
other words, we had previously 505 Statutory In- 
struments, delegated legislation, which have never 
been discussed or debated in the House of Commons 
but which operate on the citizens of Britain as though 
those instruments were literally acts of Parliament. 

Now the Statutory Instrument 506 which was issued 
three weeks after socialized medicine became opera- 
tive, read like this: 
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It was headed: Terms of Service. 

The terms of service require every practitioner to 
keep records of the diagnosis and the treatment of all 
his patients, and to make such records available to the 
local Lay Council. The women, ladies and gentlemen, 
were the first to see the harsh impact of that implica- 
tion. And they are in revolt in increasing numbers, 
because, if I may put it in a facetious way, the posi- 
tion has arisen thousands of times already where Mrs. 
Brown living in Block A is a patient, and Mrs. White 
living in Block B is a member of the Local Lay Coun- 
cil, and I leave it to your imaginations to envisage the 
potentialities and. the possibilities for a little light 
gossip at the expense of Mrs. Brown’s health. 


Socialized Medicine Cannot Work 


Socialized medicine in Britain is not working and 
cannot work. There are not enough doctors; there are 
not enough nurses; there are not enough hospitals; 
there are not enough clinics. 

Every doctor in Britain, who practices in an in- 
dustrial area, is expected to take 4,000 patients and 
every doctor in Britain practicing in the rural area$ 
where traveling is longer and more arduous, is ex- 
pected and indeed economically compelled to take 
2,500 patients. And those doctors serving under social- 
ized medicine receive for their professional services 
a per capita fee of $3.25 per patient per annum. 

The situation, quite frankly, is this. That when you 
remember that every professional man in Britain who 
earns more than $4,000 a year—not a very princely 
salary—pays roughly 45% in direct income tax, you 
will see that per capita fee doesn’t keep the wolf from 
the door, and indeed it is true, and the British Medi- 
cal Association is my authority on this, and I have 
worked in the closest contact with them, that there 
are many doctors up and down the length and the 
breadth of the British Isles today who are not only 
not making a living but are living on capital. Many 
of them are living on bank overdrafts. That is the 
for the doctor in Britain 
socialized medicine, and so acute and urgent has the 
problem become that the British Medical Association 
has lodged with the Minister of Health a demand for 
an immediate increase in the per capita fee. The doc- 


economic situation under 


tors’ hope of getting it is exceedingly remote, because 
the same Minister of Health has already, at the end 
of ten months of operative socialized medicine, issued 
instructions to hospital authorities to cut down their 
expenditure and the result is that in many hospitals 
in Britain today they are cutting out wards and other 
services simply to make ends meet financially. 


Two Significant Considerations 


But I want to put it to you, and I count it a great 
privilege to be able to put it to you—I want to put to 
you two significant considerations. The architect of 
socialized medicine in Great Britain was Lord 
Beveridge—a very sincere man; a very old man. As a 
research student, I suppose, incomparable. But he be- 
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lieved, and I imagine still believes, that the State can 
do for you better those things you should want to do 
for yourself. Anyway, all his inspiration came from 
Germany, which country, if I may say so, was, in 
every sense, the Father of Social Services. And in his 
report of 300 printed pages, a report which I believe 
I am almost unique in having read from cover to 
cover, he made two assumptions. And I beg you to 
listen with the greatest care to the implications of all 
I am now going to say, because this is the side of 
socialized medicine which the press and the radio and 
the platform, if they menticn it at all, soft pedal. 

The report of Lord Beveridge contained, as I have 
indicated, two assumptions, and those assumptions, I 
may say, are embodied in the present act. The as- 
sumptions were called Assumption A and Assumption 
B. 

Assumption A is that it is the duty of the patient 
to keep well, and 

Assumption B is that it is the duty of the doctor to 
exercise harsh certification which, in plain English 
means that it is the duty of the doctor to return his 
patient to his job as quickly and as cheaply as pos- 
sible. 


You may think that I am exaggerating, but I will 
now ask you to consider another piece of legislation-- 
dedicated legislation—in Britain which again has been 
soft pedaled. And I believe that you will discover 
precisely what I have discovered—that there is some- 
thing deeper and more menacing in socialized medi- 
cine than appears on the surface. 


In 1947 Great Britain woke up one morning and 
itself saddled with what was called a 
Control of Engagements Order—1947. It was never 
debated in the House—it was just a piece of delegated 
legislation which Ministers of the Crown can impose 
on my people in peace time. 


discovered 


Under the Control of Engagements Order every 
man and every woman between the ages of 18 and 50 
can be and are directed by the State to take any job, 
anywhere, at any time, according to the State’s choice. 
In other words, in the twinkling of an eye my people. 
despite their long constitution history, found them- 
selves saddled with industrial conscription in peace- 
time. It was brought in in ’47 because our unemploy- 
ment problem then was virtually non-existent and, 
therefore, it wasn’t in an active sense operative. But 
it doesn’t require much imagination to see that when 
unemployment measurable, 
the impact of that piece of legislation is going to be 
devastating to the liberty of an individual. 


increases and becomes 


Now, I ask you as medical men and women, to put 
that Control of Engagements Order, an order which 
for all practical purposes made null and void habeas 
corpus and the Bill of Rights and the Petition of 
Right, I ask you to put that act or that order against 
those two medical Assumptions, and you will see then, 
I think, perfectly clearly what Lenin meant when he 
said that if he controlled the doctors, he had the 
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people. You are getting, in those three things, pre- 
cisely the ideal which Lenin envisaged. 


Fellowship of Freedom 


The medical profession in Britain, Mr. .President, 
ladies and gentlemen, I am happy to say, is becoming 
increasingly aware of it. And Lord Horder, who I 
believe is in America at this very moment and who is, 
if I may say so, a personal friend of mine, never went 
into the scheme and by the way, I should tell you 
that there were roughly 2,600 doctors in Great Britain 
who remained outside the scheme and have never 
come into it. But since the bill has become operative, 
and Lord Horder had brought into existence an in- 
stitutio.. which is not opposed to the British Medical 
Association, but which is, if I may say so in a non- 
commital way, more or less a ginger group and I ask 
you to note the title which is given to that new body 
of medical men and women, because as the late Gil- 
bert Chesterton said “it is a tremendous trifle.” 

The title of that new institution is The Fellowship 
of Freedom in Medicine, and Lord Horder told me 
just before I flew over to the states that he had al- 
ready enrolled in that institution 2,500 medical men 
and women, and he said to a reporter in New York, I 
think only a day or two ago, that it had increased 
now to a membership of approximately 3,000. 

Every doctor in Britain is discovering to his sorrow 
that he is now a state salaried medical servant, and 
that his obligations to his patients are less important 
and less imperative than his obligations and his re- 
sponsibility were to his patients under private prac- 
tice. 

In Great Britain today there are over 200,000 urgent 
cases requiring what we call institutional treatment. 
You, I believe, say in such circumstances that they 
require to be hospitalized. And, at the same time, 
there are 57,000 vacant beds in hospitals—1 /9th of 
the whole beds of all the hospitals in Great Britain, 
and they are empty because there are neither the 
doctors nor the nurses to service them. 

Under Britain, 
ladies and gentlemen, in Britain at any rate, the hos- 


private practice in medicine in 
pital was considered to be the haven for the poor man 
and the poor woman. That privilege under socialized 
medicine is gone. He is no longer privileged because 
I would ask you to remember that socialized medicine 
is compulsory and that every man and woman in 
Britain, rich or poor, must contribute and the result 
is that thousands of men and women who hitherto 
have found finances for their own illnesses are now 
demanding entrance to hospitals and crowding the 
poor out. 

The socialists have talked a lot, ladies and gentle- 
men, about the common good of the common man. 
Personally I loathe the phrase. I don’t believe a com- 
mon man exists, and I have short circuited that point 
by asking you to remember that not even socialists 
yet have had the effrontery to refer to the common 
woman. 
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Under socialism in Britain we have been trying to 
do something that is quite fantastic, and you as pro- 
fessional men who are guardians of liberty in the very 
strictest sense should know it. 


Weakening the Strong 


If you ask me to put my finger on the malady in 
Britain today, I would say without a moment’s hesita- 
tion that we have tried to strengthen the weak by 
weakening the strong. And we have tried to legislate 
unsuccessful people into prosperity merely — by 
legislating successful people out of it. 

For years—as long as I can remember, my people 
have been poisoned with the heresy that you can have 
in this wicked world something for nothing. It just 
does not add up. And I cannot, ladies and gentlemen, 
remember in my lifetime any single piece of legisla- 
tion that has been put over with more ballyhoo than 
the so-called free medical service—free—free—the pa- 
tient’s contribution to socialized medicine in Britain 
amounts to $2,800,000 a week. If that is free medical 
service, I, as an ordinary businessman, ask for one 
that isn’t because it might be cheaper and it couldn't 
be dearer. 

The British Medical Association has told our public 
in Britain that under socialized medicine it is not pos- 
sible for any doctor to give more than five minutes 
for diagnosis and treatment of any patient who comes 
before him. Indeed the queues in doctor's surgeries 
which I believe you call offices are just too appalling 
and painful for words. It is common for women, for 
example, to appear at surgeries or offices in the 
morning, to leave at noon not having even seen the 
doctor; returning in the early evening and leaving 
then in the evening without seeing the doctor and re- 
turning the next morning. 


The Regimented Doctor 


The life of the doctor under socialized medicine is 
the life of a glorified clerk and nothing else. All his 
case reports which were private and confidential and 
which were his exclusive property are now made out 
in triplicate and are made available to the Local Lay 
Councils and to Regional Boards. I mentioned the 
status of the doctor. Even in the highly individual 
perogative of a doctor, namely, prescribing for his 
patient, he is no longer master of himself, because 
regional boards can override a prescription and have 
done so many times already. The moral and scientific 
degradation of medicine has been so terrible in Britain 
in the few short months that it has been in operation, 
that I tremble to think what will happen to my coun- 
try if we don’t come back to political sanity and make 
readjustments more in keeping with the hearts and 
souls of men and women. 

As an individualist, ladies and gentlemen, I believe 
every man, woman and child in the universe is unique. 
And I believe, too, in a very real sense that the medi- 
cal profession above all has a tremendous responsibil- 
ity and a tremendous privilege to keep the light of 
liberty strong. We are living in semi-darkness in 
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Britain and I say at this end as I said at the beginning 
that I believe that the medical profession in Britain 
without knowing it has made a greater contribution 
to our any other single piece of 
nationalization that has been put upon a perplexed, 


serfdom than 
bewildered and war-weary public. 

My only hopeful thing for you so far as Britain is 
concerned is that we are beginning to wake up, and 
if I may say so, Mr. President, in listening to the 
speakers who have preceded me, I did gain some 
measure of encouragement because at least it seems 
to me that your profession is aware of what must 
happen to your noble profession if you ever find your- 
selves under the state—state paternalism in Britain is 
sapping our vitality; it is destroying our capital and 
is making all of us, in one way or another, eligible for 
the ranks of crookdom. It is impossible in Britain, I 
am not exaggerating—it is impossible in Britain today 
to lead a strictly moral life in an ethical sense. We 
all have to dodge the law in one way or another in 
greater or less degree. And, under socialized medicine, 
that kind of petty misdemeanor has grown con- 
spicuously. People are going to doctors with imaginary, 
complaints, and indeed it is not an exaggeration to 
say that we are in living danger of becoming a nation 
of hypochrondriacs. 


EVERYBODY’S FIGHT* 
Top officials of the Federal Security Agency have 
a plan for socialized medicine in America. 
°Editorial appearing in the July 1949 issue of “South 


Carolina Business,” published by the South Carolina 
State Chamber of Commerce. 
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The plan has been approved by the White House, 
and Security agency officials are making an all-out 
effort to get Congress to put it into effect. 

All members of the medical profession, physicians, 
surgeons, specialists of all kinds, and dentists are 
alarmed. But the issues involve not only them. Every 
American is concerned. 

Many arguments in favor of the various proposals 
to Socialize Medicine have been propounded, but the 
proponents have no satisfactory reply to the fact that 
the American people are the healthiest of any nation, 
including the countries where Socialized medicine 
has been in effect for many decades. The Socialized 
Medicine like all 


schemes, is an extremely costly system and nations 


system, government-give-away 
that have tried it have only added to their insolvency. 

Socialized Medicine would be a big step toward 
general. A 
bureaucracy would be created, and there would be 


socialism in huge new government 
wide-spread destruction of our voluntary institutions. 
with the 


would be government-controlled—not only doctors, 


Everyone connected medical profession 
but countless typists, bookkeepers, nurses—the list is 
almost endless. 

This new army of government workers might num- 
ber a half million persons or more. It could wield 
dangerous political power. Meanwhile, the many in- 
surance organizations now active in the health field 
would be destroyed. 

Can any true American really want Socialized Medi- 
cine? Then it is up to every true American to enter 
the fight against compulsory health insurance meas- 
ures before Congress—measures designed to ultimately 
destroy the practice of medicine as we know it today. 





Pathological Conference, Medical College of the State of South Carolina 


KENNETH M. LYNCH, M.D., PROFESSOR OF PATHOLOGY 





ABSTRACT #645 


Student Hulda J. Wohltmann, presenting:— 

HISTORY: Patient admitted to hospital on April 
5 in a disoriented delirious state. He was a 54 year 
old negro man and relatives stated that he had been 
sick for about a week and was unable to recognize 
them on the day of admission. 


PHYSICAL EXAMINATION: T 102, P 116, R 48, 
BP 60/40. Tempeiature was recorded as 95 rectally 
by another examiner. Patient was well developed but 
poorly nourished, acutely and severely ill, mumbling 
and turning his head from side to side. Incontinent 
for feces. Skin dry with poor turgor. Lids are held 
tightly shut. The left breast is moderately enlarged 
and soft, without nodules. The neck showed marked 
rigidity. Chest: Slight diminution of expansion on 
right side. Fremitus moderately increased over the 
upper half of the right lung field anteriorly and in the 
axilla. Bronchial breath sounds over the right upper 


lung field with dullness to percussion in same area. 
Crepitant and course scratchy rales in same field. 

Heart: Heart sounds could not be heard. PMI could 
not be located and the heart could not be well out- 
lined on percussion, but did not appear to be en- 
larged. The abdominal wall was held quite rigid. No 
masses or organs felt. One examiner thought there 
was some tenderness to palpation in the costover- 
tebral angles bilaterally. The left testicle was con- 
siderably enlarged, hard, and apparently slightly ten- 
der. 

LABORATORY DATA: 

Urine: (Catheterized) Sp. Gr. 1.021, alb. 2 plus. 
WBC 150-200/HPF, RBC 5-10 /HPF. Occult blood 
2 plus. 

Blood: RBC 3.05 million. WBC 37,400, hemoglobin 
7.5 gms. 

Color index .81, PMN 92 (79% non-filamented ). 

Lymphocytes 7, monos 1. WBC showed heavy toxic 
granulation. 
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No immediate sickling. 

Sedimentation rate 20 mm/hr. corrected. 

Sputum: Brown and thick. Gram positive diplo- 
cocci predominate. Also some short chain strep and 
gram negative rods. Gram stain of catheterized urine 
sediment showed 4 plus pus cells, and gram negative 
bacilli. 

Blood urea nitrogen 94 mgms. CO2 combining 
power 39 vol. %. Spinal fluid showed a cell count of 
3, all lymphocytes. It was clear. Wassermann, Kline 
and colloidal gold negative. 

Blood culture on 2 showed bacterial 
growth identified as pneumococcus type 27. 

COURSE: Patient had severe chill following ad- 
ministration of 500 cc. of 5% glocose and normal 
saline. BP rose and then declined. Dyspnea increased. 
Apparently only a small amount of urine was passed 
by patient. Large amounts of mucous were aspirated 
from throat, some of which had a deep bronze color. 
In spite of oxygen, fluids, and 250,000 units of peni- 
cillin, patient’s course was rapidly downhill and the 
patient died during the morning of the day after ad- 
mission. 


occasions 


Doctor Vince Mosely, conducting— 

Dr. Moseley: Mr. Powell, will you give your im- 
pression of this case? 

Mr. Powell: The picture presented in this case is 
most likely due to a septicemia caused by pneumo- 
coccus type 27 as indicated by cultural studies. The 
heart 
anemia, dehydration, hematuria, coma, and termina- 
all consistent with 
in my mind is whether this represents a 


increased and respiratory rate, leukocytosis, 


tion are such a condition. The 
question 
primary pneumococcal septicemia or whether there 
is some underlying chronic disease process com- 
plicated by a terminal septicemia. Such a chronic dis- 
ease process might well be bronchiectasis or tuber- 
at hand is insufficient for 
establishing either. The enlargement of the testicle 


culosis. The information 


might be on an inflammatory basis and represent an 
acute orchitis. It is possible that there are other in- 
flammatory lesions such as an acute pericarditis and 
peritonitis, all being sequelae of the septicemia. I 
want to mention the possibility of malignancy of the 
testicle. However, statistically, this patient is too old 
for this to be likely. Were ascheim Zondek or Fried- 
man tests performed? 
Miss Wohltmann: No. 


Mr. Powell: I want to again mention tuberculosis 
in considering a chronic disease which might be be- 
hind the terminal picture. Only one sputum examina- 
tion was performed and that is insufficient to rule it 
out. The sedimentation rate is consistent with this 
disease. 

It is noted that there were bacilli in the urine and 
these are most likely E. coli. However, similar organ- 
isms were noted in the sputum and the possibility of 
a Freidlander’s pneumonia must be entertained. In 
general, however, the high blood count would be 
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against this process. Usually in Friedlander’s infec- 
tions one sees only a mild leukocytosis or perhaps 
even a leukopenia. 

Dr. Moseley: 1 would not put too much emphasis 
on the blood count. One may get an increased blood 
count in Friedlander’s infection. You must also re- 
member that this patient was dehydrated and un- 
doubtedly the blood count was taken before the hemo- 
concentration had been corrected. 

Mr. Powell: Another possible chronic disease would 
be pyelonephritis following urinary tract obstruction. 
Is there any record of examination of the prostate? 

Miss Wohltmann: The 
essentially normal. 


prostate is described as 

Mr. Powell: The gynecomastia might or might not 
be important. It is not uncommon to see enlargement 
of one or both breasts after the age of 40. This could 
be related to trauma or perhaps be a lipoma. Enlarge- 
ment of the breast is also related at times to such 
tumors of the testicle as choriocarcinoma. 


This patient exhibited nuchal rigidity. I believe 
this to be on the basis of meningismus rather than a 
true meningitis. Such conditions are fairly common 
with pneumococcal infections. My final impression is 
that of a septicemia accompanying 
lobar pneumonia with embolic phenomenon in the 


pneumococcal 


kidneys. This may be superimposed on some other 
chronic disease process as is suggested by the pa- 
tient’s malnourished state. 

Dr. Moseley: Could the anemia here have de- 
veloped within one week’s time? Does this denote any 
chronic disease process? 

Mr. Powell: 1 believe so. 

Dr. Moseley: What chronic disease would you con- 
sider? 

Mr. Powell: My choice would be either bron- 
chiectasis or chronic pyelonephritis. 

Dr. Moseley: Miss Doyle, do you have anything to 
add? 

Miss Doyle: 1 likewise believe this patient had a 
lobar with septicemia. I believe that 
previous kidney disease is unlikely because of the 
high specific gravity. There is no information at hand 
to suggest chronic lung disease. The enlarged testicle 
might represent an orchitis. This could result from 
tuberculosis, but it could also complicate pneumococal 
pneumonia or Friedlander’s infection. 


pneumonia 


Dr. Moseley: Is there any other chronic disease 
that might cause an enlarged testicle? 

Miss Doyle: A gumma might cause enlargement. 
However, the serology is negative and there are no 
other clues. 

Dr. Moseley: Does severe anemia often appear with 
bronchiectasis, tuberculosis, or other chronic diseases? 

Miss Doyle: It is not usually associated with tuber- 
culosis or bronchiectasis and does raise the question 
of sickle cell disease. Is there any note that this was 


looked for? 
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Miss Wohltmann: There was no sickling in 24 
hours. 


Dr. Moseley: What is your final impression. 
Miss Doyle: 
nourished individual with lobar pneumonia and asso- 


To me this patient represents a poorly 


ciated septicemia. 

Dr. Moseley: Thank you. 
probably had a lobar pneumonia with septicemia, and 
I believe that there is an underlying chronic disease 
It is known that in chronic 
decrease or failure in the in- 


I agree that this patient 


process. diseases of the 
liver that there is a 
activation of estrogens, 
lating estrogens breast enlargement or gynecomastia 
is frequently seen. With this in mind it is my opinion 
that this patient has chronic liver damage most likely 


and with an excess of circu- 


a portal cirrhosis. 


Dr. H. R. Pratt-Thomas: Final Pathological Diagno- 
sis: Lobar Pneumonia, Pneumococcal. Glomeru- 
lonephritis, Acute, Atypical. Gynecomastia. Atrophy 


of Testicles. Leukemoid Reaction of Spleen and Kid- 
neys. 

The right lung weighed 2050 gm. 
siderably heavier than a normal adult liver. The upper 
solidified 


which is con- 


and lower lobes were transformed into firm, 
grayish tissue whose cut surfaces were slick. 

The left breast was symmetrically enlarged and 
composed of a homogeneous mass of rubbery grayish- 
white tissue. Each testicle showed almost complete 
replacement of its substance by glistening grayish- 
white fibrous tissue. 

Lung and blood cultures taken at necropsy grew 
an organism that was classified as Friedlander’s bacil- 
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lus, type A. The slippery mucoid quality of the sur- 
face of the consolidated lung caused us to consider 
time of 
not confirm 


Friedlander pneumonia at the necropsy. 


studies do this. The lung 


filled 


typical of pneumococci and the other histologic fea- 


Microscopic 
sections are with Gram-positive. diplocacci 
tures of Friedlander pneumonia are not present, so 
we are obliged to designate this as pneumococcal 
pneumonia. 

There is evidence of septicemia as indicated by an 
acute glomerulonephritis. This is not of the usual 
type seen in Bright’s disease, but is more fitting to 
one produced by a septicemia. It easily accounts for 
the blood in the urine. 

The high leucocyte count is reflected by the leuke- 
moid reaction which appears in the kidney and spleen. 

I have no support for the idea of a underlying 
chronic process. I would like to confirm Doctor Mose- 
ley’s impression of cirrhosis of the liver, but cannot. 
This would be an explanation for the gynecomastia, 
but on the other hand the degree of testicular atrophy 
will also explain it as harmonal imbalance with actual 
or relative increase in estrogens is the underlying fac- 
tor. These testes would certainly be responsible for 
The breast 


marked decrease in androgenic activity. 


shows no hyperplasia at this time, simply a marked 
increase in collagenous fibrous tissue which is prob- 
ably the end result of previous activity. 

Dr. Moseley: 


ment of pneumonia made modify the immunological 


Therapeutic agents used in the treat- 


responses on which typing is based and this probably 
accounts for the discrepancy in the bacteriologic data. 





PUBLIC HEALTH NEWS 





MENTAL AND SOCIAL HYGIENE 
SOCIETY MEETS IN FALL 


Plans for an institute on social hygiene and a pro- 
gram on mental health to be held in November were 
made at the recent meeting of the board of Directors 
of the South Carolina Mental and Social Hygiene 
Society. 


The Society has set the date of its annual meeting 
as November 10 in cooperation with the South Caro- 
lina Conference of Social Work. An outstanding 
speaker will be invited for the morning session to be 
followed by a luncheon meeting at which time im- 
portant business and legislation will be considered. 
Plans were also made for a social hygiene institute 
for November 8. The meetings will be open to the 
public. 


Requests have come from some sections of the 
State for institutes on Human Growth and Develop- 
ment to be given in the late summer or early fall. The 
Board approved development of institutes in Green- 
ville and Charleston. Miss Lucia Murchison of the 
State Board of Health, as chairman of this committee, 
will work with local groups in these areas to plan the 
institutes. 


The following recommendations of the joint study 
committee from the South Carolina Mental and Social 
Hygiene Society and the Richland County Mental 
Hygiene Society will be presented to the total mem- 
bership at the annual fall meeting: 

1. It is hereby recommended that the State of 
South Carolina establish a central board, commission, 
department or bureau of mental health or mental 
hygiene to supervise, administer, and operate all state 
institutions for the mentally ill, alcoholics and mental 
defectives. 

2. It is further recommended that the aforesaid de- 
partment of mental hygiene be responsible for the 
licensing of and uniform and regular inspection of 
private and public institutions for the mentally ill. 

It is recommended that the wording of the 
sti tute s and court proceedings now in use be chi anged 
wherever practicable to omit the words “insane”, “in- 
sanity”, “lunatic”, and that terms such as_ the 
“mentally ill” or “mental illness” be substituted there- 
for. 

Officers of the Society are: Dr. Hilla Sheriff, State 
Board of Health, president; Miss Ida M. Colson of 
Charleston, vice-president; Judge J. W. Davenport of 
Sp: wrtanburg, treasurer; Miss Maisie Bookhardt, State 
Department of Education, secretary. 
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CAN YOU PROVE YOU WERE BORN? 


By A. B. Fennell 


This may come as a surprise, but if you are over 
35 and were born anywhere in South Carolina except 
in Charleston County, you may encounter consider- 
able difficulty in proving that you were ever born at 
all. 

Recently, we had occasion to obtain some birth 
certificates for a friend, and while visiting the Bureau 
of Vital Statistics of the State Board of Health we 
started nosing around. The more we looked, the more 
we were amazed at the work of the Bureau and we 
discovered that vital statistics encompass far more 
than the mere keeping of birth and death records. 

The Bureau was established January 1, 1915. Be- 
fore that time there was no state law requiring that 
birth be reported. Charleston however, had required 
registration of births since 1877 and had registered 
deaths since 1921. So, if you were born anywhere in 
South Carolina except Charleston prior to January 1, 
1915, the chances are that your birth was not 
registered and may be hard to prove. 

Many of us, of course, may never need birth certifi- 
cates, but there are many who will. 

If you plan to travel abroad, a birth certificate is 
necessary before you can obtain a passport. Virtually 
all veterans need birth certificates, either for them- 
selves or their children, when presenting claims for 
government benefits. Birth certificates may be neces- 
sary also in the settling of estates, and children enter- 
ing school for the first time must have their birth 
records verified. This, by the way, is a doubled wea- 
pon. It keeps the kids out of school until they become 
six years old—then keeps them in school until they 
reach 16. 

Birth certificates are indexed under the surname of 
the father and the maiden name of the mother. This 
simplifies matters where there have been divorces, or 
where the mother has married again after the death 
of her first husband. This cross index will probably 
prove even more valuable now that South Carolina 
has a divorce law. 

Dr. Ben F. Wyman, State Health Officer, is 
registrar of the Bureau of Vital Statistics. He was 
not in the office the day we paid our visit, but T. P. 
Lesesne, assistant registrar, was there and became 
downright enthusiastic when he started discussing 
the work of the Bureau. 

Mr. Lesesne pointed out that the work of the 
Bureau wasn’t just the handling of dry statistics and 
records. There is plenty of human interest in those 
files and in the every day happenings around the 
office. 

The steady decrease in disease and the better health 
of the State can be traced in large measure to the 
work of the Bureau. Malaria, for example, was once 
a scourge in this State. This was shown by vital 
statistics records and the Board of Health immediately 
set about eradicating mosquitoes, carriers of the dis- 
ease. The death rate from malaria has been reduced 
foam 26 per 100,000 population to two per 100,000. 
Statistics furnished by the Bureau have been a de- 
termining factor in the campaign against venereal dis- 
ease and other infectious ailments. 

Location of birth certificates sometimes taxes the 
ingenuity of the Bureau staff. Not long ago, a blind 
citizen applied for birth certificates for his five chil- 
dren. A search of the files revealed a record of but one 
child. The man insisted that he had given the correct 
dates and the correct maiden name of his wife. 
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Finally, after lengthy questioning, it developed that 
his wife had been married previously and that several 
of the children were fathered by him during her first 
marriage. Then the Bureau was able to locate the 
certificates in a matter of a few minutes. That is just 
one case. Similar ones bob up every day. Parents 
sometimes change their minds as to the names of 
their children after births are recorded and this re- 
quires some straightening out. 

If you find that your birth has never been recorded 
and you want to get the records straight, there are 
several procedures which will accomplish the pur- 
pose. Usually, affidavits from the parents and two 
disinterested parties who have knowledge of the birth 
are sufficient. Baptismal records, or church records, 
may be presented as proof. All this is handled by the 
clerk of court in the county of birth. 

But the work of the Bureau isn’t all dry records 
and statistics. There are plenty of humorous, exciting 
and, at times, pathetic incidents. 

Names tacked onto children sometimes cause won- 
der. For example, one set of twins was named Esso 
and Essolene after well known brands of gasoline. 
Don’t ask us why. Perhaps pappy worked for Standard 
Oil . . . or perhaps mother figured the kids would set 
the world on fire. 

Another mother named her child Shots. The reason? 
Well, for many years she had wanted a child, but due 
to venereal disease had been unable to fulfill her 
dream. Then she started taking treatment from the 
county health clinic. The treatment consisted of in- 
jections or shots. So, when the child arrived, 
what was more natural than that it be named in honor 
of the shots which had made its birth possible? 

Business and school planning, among other things, 
depend on figures obtained from the Bureau of Vital 
Statistics. School authorities can tell you now just 
what to expect in the way of school population four 
years from now when the current two-year-old crop 
enters school for the first time. Business firms plan 
advertising and sales campaigns on the basis of popu- 
lation figures furnished by the Bureau. 

One interesting fact we ran up on concerned the 
comparative ratio of white and Negro births in South 
Carolina. Up to 1941, Negro births exceeded white 
births in the State. Since that time white births have 
increased at a greater rate. In 1938, there were 19,- 
508 white children born as compared to 20,554 Negro. 
In 1941, there were 22,585 white as compared to 21,- 
901 Negro. But in 1947, there were 33,800 white com- 
pared to 25,417 Negro. 

Another is the growing tendency of prospective pa- 
rents to call the doctor rather than depend on mid- 
wives or others for assistance. In 1937, doctors were 
in attendance at 17,297 white births. Midwives at- 
tended 2,166. But in 1947, doctors attended 33,097 
white births as compared to 671 for midwives. Doc- 
tors attended but 3,644 Negro births in 1937 as com- 
pared to 16,858 by midwives. The figures showed that 
in 1947 midwives attended approximately the same 
number of births, 16,112, but the number attended 
by physicians had almost trebled at 9,212, all of 
which shows a better realization of the necessity of 
giving new South Carolinians a better start in life and 
assures a more healthful state. 

Getting back to birth certificates for a moment, you 
will be interested to know that copies of birth certifi- 
cates on file may be obtained for 50 cents. Veterans 
or their dependents may obtain copies of their own 
or their children’s birth certificates at no cost. 

Yes, the Bureau of Vital Statistics is performing a 
vital service. 
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REPORT OF THE MEETING OF THE 
WOMAN’S AUXILIARY TO THE 
AMERICAN MEDICAL ASSOCIATION 


The twenty-sixth annual meeting of the Woman's 
Auxiliary to the American Medical Association was 
held at Atlantic City, June 6-10, 1949. It was the 
largest meeting the Auxiliary has ever held, with 
1583 women registered. There are 49,000 Auxiliary 
members in the United States. Of course all those 
who registered did not attend the meetings, but those 
who did were a group of capable, enthusiastic and 
inspiring women who are doing a wonderful and 
necessary work, 


The headquarters were at Chalfonte-Haddon Hall. 
This is a hotel which lends itself very well to such a 
large meeting. Everything possible was done to make 
the meeting a success and our stay in Atlantic City a 
happy one. The local committee on convention ar- 
rangements deserves a great deal of praise for ah 
excellent job. A very excellent program was planned 
and I am sorry more of our delegates could not have 
been there to enjoy it. 


Not arriving in Atlantic City until Tuesday noon I 
missed the morning session when reports of officers 
and committee chairmen were given, also the lunch- 
eon when the guest speakers were Miss Leone Baxter, 
and Mr. Clem Whitaker directors of the American 
Medical Association National Education Campaign. 
These folks are doing a wonderful job in the planning 
of the campaign against compulsory health insurance 
for the American Medical Association. This is a 
campaign for the American People; an affirmative 
campaign for sound development in American 
economy; for the freedom of living. Socialized medi- 
cine would be a wedge towards total socialization and 
no American citizen wants that. The Woman's 
Auxiliaries to the county and state medical societies 
will be able to carry a big share of the load. 


Each Auxiliary member should know the provisions 
of the Murray-Dingle bill and its possible effect upon 
American medicine. There is a problem to be sure but 
compulsory insurance is not the answer. The American 
Medical Association plan for a solution is voluntary 
health insurance along with other factors. We Auxili- 
ary members must talk to our friends, seize every 
opportunity of having facts presented to women’s 
clubs and distribute literature on the subject. 

Tuesday afternoon there were some round_ table 
discussions on Hygeia, Legislation, Program and Pub- 
lic Relations. I chose legislation, that being a very 
important part of Auxiliary work right now. And it 
was most interesting to hear what women are doing 
all over the country. 

The general session opened at 9 A. M. Wednesday 
morning with the president, Mrs. Luther H. Kice, 
presiding. About three hundred Auxiliary members 
were present. “In Memoriam”, presented by Mrs. Neil 
Woodward of Oklahoma City was beautifully and 
most impressively done in memory of three past presi- 
dents, Mrs. Franklin Stuart Gengenback, 1926-27; 
Mrs. James Blake, 1933-34; and Mrs. Robert Tomlin- 
son, 1934-35 and all Auxiliary members who have 
passed on this year. 

At this session the reports of State Presidents were 
given and that is always one of the most interesting 


parts of the meeting. All but three states responded 
and that is a record. Several new state Auxiliaries 
have been added this year, and many new members. 
It would be impossible to tell what each Auxiliary is 
doing, but their programs are broad and they are 
enthusiastically planning all kinds of health activities 
such as health days, school health programs, (and 
these include a wide selection of activities, according 
to what is most suitable for each location), radio 
broadcasts, nurse recruitment and most important of 
all right now the campaign against compulsory health 
insurance. The Auxiliaries are using various projects 
to combat the plan of state medicine, in fact some 
have planned programs to study plans for voluntary 
health insurance. These reports were really inspiring 
and prove that doctors’ wives are each year becoming 
more interested in Auxiliary work. 


We were encouraged to increase our subscriptions 
to the Bulletin. Some of the Auxiliaries reported 100% 
subscriptions. It is the one way we have of keeping 
up with all the things the National Board is doing 
and contains worlds of information we should each 
one of us have. 


A representative from CARE made a request for 
books to be sent to medical students overseas. He 
suggested that such material would be good tools for 
reconstruction and food for the mind. They want 
technical, medical and professional books in English. 


At the luncheon on Wednesday the guests of honor 
were President of the American Medical Association, 
Dr. R. L. Sensenich; President-elect, Dr. Earnest E. 
Irons; Chairman of the Board of Trustees, Dr. Elmer 
L. Henderson; Treasurer, Dr. J. J. Moore; Secretary 
and General Manager, Dr. George F. Lull; and mem- 
bers of the Advisory Council to the A. M. A. Mrs. 
Frank N. Haggard of Texas was toastmistress, and 
in her very charming manner introduced each guest 
and asked them to make a few remarks. 


At the afternoon session the report of the nomi- 
nating committee was read and new officers were 
elected. The president, Mrs. Luther H. Kice, pre- 
sented the gavel to Mrs. David B. Allman of Atlantic 
City who has been president-elect this year. Mrs. All- 
man is a very attractive person and very capable and 
has been well trained this past year for her new job, 
so I am sure she will carry on the excellent work 
which is being done and the organization will go for- 
ward to greater accomplishments. Mrs. Kice has 
served the Auxiliary well. The membership has in- 
creased and much has been accomplished under her 
able, conscientious, efficient and dynamic leadership. 
Mrs. Arthur A. Herold of Shreveport, La. is our new 
President-elect. 


I do wish more of our Auxiliary members would 
try to go to these meetings as the inspiration you 
would receive would make each one of us better 
Auxiliary members in South Carolina. I think this 
statement of Mrs. Luther H. Kice is a fitting thought 
to leave with you: 


“Our program is charted for us. Our sights are 
raised to a high level. Our goal is to help the medical 
profession bring to our fellow Americans the finest 
in health and medical care. This we can accomplish 
only if we acknowledge our duties, realize our 
potential strength as a medium of truth, and pledge 
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ourselves to carry out our obligation to help in this 
most critical time. If we were to do anything less, we 
should not be worthy of our position.” 

Mrs. J. Warren White, Delegate 


GREENVILLE BEGINS NEW YEAR’S WORK 

The first meeting of the Auxiliary year was held on 
June sixth at General Hospital with quite a large 
group in attendance. The highlight of this meeting 
was a talk by Mr. Haythorn, superintendent of Gen- 
eral Hospital, in which he outlined some of the needs 
of the various departments of the hospital. Certain 
projects were adopted and plans formulated for 
carrying out same. 

First, a large assortment of lovely and entertaining 
toys were collected and presented to the children in 
Children’s Ward of the hospital. The occasion re- 
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minded one of Christmas in all its glory. It not only 
brought great joy and happiness to the little ones, but 
also filled our hearts with inspiration for further 
activities. 

At the present time we are in the process of making 
one hundred gowns for the nursery. As soon as these 
garments have been completed, we propose to direct 
our efforts toward making the rooms in the nurses’ 
home more attractive and livable. The walls will be 
painted and the windows and beds provided with 
new draw curtains and spreads. This project is one 
which we all will enjoy tremendously. 

Among our plans for the future is a benefit bridge 
to be held in October for the purpose of procuring 
funds for future activities. Each member of the 
Auxiliary is most enthusiastic and cooperative in any- 
thing our president wishes to undertake. 














NEWS ITEMS 








On May 17, 1949 the meeting of the South Carolina 
Chapter of the American Academy of General Prac- 
tice was held at Myrtle Beach. 

At this time new officers were elected and the out- 
going officers were complimented on their activities 
of the past year. During the past year they arranged 
the wh west of their state chapter into the national 
organization and sent delegates to the meeting of the 
American Academy of General Practice in Cincinnati. 

The outgoing officers were: Dr. Robert Leonard, 
Spartanburg—President; Dr. Charles N. Wyatt, Green- 
ville—Secretary; Dr. Thomas L. Glennon, Denmark— 
Treasurer. The new officers are: Dr. Henry F. Hall, 
Columbia—President; Dr. Hervey W. Mead, Colum- 
bia—Secretary-Treasurer; Dr. Robert Leonard, Spar- 
tanburg—Credentials Committee Chairman. 

At present an active campaign to increase member- 
ship is under way. It is hoped that a large number of 
general practitioners will be able to attend the scien- 
a and business meeting to be held in Columbia this 
fall. 


Dr. R. Kyle Brown of Greenville was re-elected as 
Governor of the American College of Chest Physicians 
for the State of South Carolina at the Fifteenth An- 
nual Meeting held in Atlantic City, New Jersey, June 
2-5, 1949. Dr. Brown’s term will extend over a period 
of three years. Dr. James W. Fouche of Columbia, 
received his Fellowship Certificate at the Convoca- 
tion held at the Ambassador Hotel, Atlantic City, on 
June 4. 


Dr. A. J. Goforth is now associated with Dr. J. W. 
Jervey in Greenville. His practice will be limited to 
otolaryngology. 

Dr. Sam G. Lowe, Jr. has opened offices in Rock 
Hill for the practice of pediatrics. 





Dr. Kenneth Lawrence has joined Dr. Rowland 
Zeigler of Florence in the practice of obstetrics and 
gynecology. 

Dr. John K. Webb is now practicing general sur- 
gery in Greenville. 


Dr. E. Alex Heise has returned to Sumter to resume 
work as director of the County Health Department. 
Dr. Heise has been in Atlanta for the past year as 
director of the Southeastern area of the Red Cross. 

Dr. Robert B. Taft, Charleston radiologist, has ac- 
cepted an appointment as medical consultant for the 
Oak Ridge Institute of Nuclear studies. 

Dr. Homer S. Parnell, Jr., has opened offices in 
Greenville, his practice to be limited to general sur- 
gery. 

The South Carolina Surgical Society held a meeting 
in Charleston on June 23rd at which time the follow- 
ing officers were elected to —_ over this new or- 
ganization: Dr. George Bunch, President; Dr. Edward 
Parker, Vice President; Dr. William C. Cantey, Secre- 
tary and ‘Treasurer. Membership is limited to the 
South Carolina physicians certified by the American 
Board of Surgery. The next meeting of the Society will 
be held in Columbia next spring. 

Dr. James M. Holman has opened offices in 
Charleston where his practice will be limited to dis- 
eases of the ear, nose and throat. 

Dr. and Mrs. Henry Herbert of Florence have an- 
nounced the birth of a son, Henry Williams Herbert, 
Jr., May 14. 

Dr. William Johnson has become associated with 
Dr. W. K. Rogers of Loris, where he is engaged in 
the general practice of medicine. 

Dr. and Mrs. George Smith of Florence are re- 
ceiving congratulations am the birth of a daughter 
(their fourth), Martha Elizabeth, June 24. 

Dr. B. C. McLawhorn is now practicing medicine 
at Fountain Inn. 

Dr. William H. Bridgers of Columbia has success- 
fully completed the examinations given by the Ameri- 
can Board of Neurological Surgery. Dr. Bridgers is 
one of the few diplomates of this Board in the South- 
east. 








268 Tue JourNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


August, 1949 


A. M. A. Assessments received from April 25 to June 25. 


Charleston 
Banov, Leon, Sr. 
Buist, A. J., Jr. 
Coleman, Ralph R. 
Murdoch, John H., Jr. 
Remsen, D. B. 
Cheraw 
Funderburk, I. S. 
Harrison, J. P. 
Hodge, J. E. 
Hook, M. W. 
Chesterfield 
Perry, Wm. L. 
Wiley, W. R. 
Columbia 
Alion, J. J. 
Chappell, B. S. 
Davis, L. C. 
Dotterer, T. D. 
Green, Jas. T. 
Hall, Wm. S. 
Lemmon, C. J., Jr. 
MacInnis, Katherine B. 
Mathias, M. L. 
McDaniel, G. E. 
Wheeler, Paul C. ® 
Conway 
Marshall, Jas. M. 
Sasser, Jas. A. 
Easley 
Cutchin, J. H. 
Jameson, J. H. 
Jeanes, R. P. 
Pepper, Jas. C. 
Poole, L. R. 
Tripp, C. H. 
Fair Play 
Mays, Wm. C. 
Florence 
Hood, E. C. 
Stokes, J. H. 
Fort Mill 
Elliott, J. B. 
Greenville 
Murray, John G. 
Greenwood 
Harrison, John D. 
Tucker, E. W. 
Turner, W. P., Jr. 
Turner, W. P., Sr. 
Lake City 
Singletary, Herman 


Langley 
Royal, H. G. 
Leesville 
Ellis, E. B. 
Liberty 


Kitchen, J. W. 


Manning 
Bozard, A. C. 
Harvin, W. S. 
King, J. H. 
Orangeburg 
Gressette, J. H. 
Pageland 
Fulenwider, J. O. 
Griggs, D. C. 
Pickens 
Ballard, C. E. 
Cannon, E. G. 
Moore, P. J. 
Valley, T. P. 
Ruby 
Newsom, R. M. 
Seneca 
Mays, L. E. 
Orr, Jas. E. 
Webb, J. N. 
Wells, H. H. 
Spartanburg 
Phifer, I. A. 
Way, Roger A. 
State Park 
Battle, G. C. 
Summerton 
Howle, M. G. 
Sumter 
Baker, C. R. F. 
Bell, Jas. E., Jr. 
Bultman, R. B. 
Calder, A. B. 
Chandler, Jas. J. 
Cone, Wallis D. 
Eaddy, N. O. 
Harvin, John R. 
Hewitt, Ragsdale 
Mood, H. A. 
Kneeland, M. L. 
Parrish, M. E. 
Rhame, J. M. 
Snyder, W. J., Jr. 
Stuckey, W. A. 
Walker, R. M. 
White, Charles H. 
Winter, D. O. 
Union 
Hope, H. P. 
Walhalla 
Booker, John P. 
Davis, John T. 
Westminster 
Shuler, E. L. 
Strickland, W. A. 
Also paid 
Mims, J. Lloyd, 
Arlington, Va. 





DEATHS 





REAMER LORENZO COCKFIELD 
Dr. R. L. Cockfield, 65, popular physician of Lake 
City, died at a Florence hospital on July 7, following 
a heart attack. 
A native of Florence County, Dr. Cockfield re- 
ceived his education at Welsh Neck High School, the 
University of the South, Sewanee, and the Medical 


College of the State of South Carolina. Following 
post-graduate work at Columbia University, New 
York, he opened an office in Johnsonville, then moved 
to Lake City in 1925 where he continued to practice 
until his death. 

Dr. Cockfield is survived by four daughters and a 
foster son, Dr. W. H. Thomas of Greenville. 
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